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feel better- 
from the 
first day’s 
dose! 


Alertonic 


alerts the mind/tones the body 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 
a mild psychic stimulant: Meratran (pipradrol) 
Hydrochloride, 2 mg. 
abundant vitamins & minerals: Vitamin B. (Thia- 
mine Hydrochloride), 10 mg.; Vitamin Bz (Riboflavin), 
5 mg.; Vitamin Be (Pyridoxine Hydrochloride), 1 mg.; 
Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; 
Iodine (as Potassium Iodide) , 1 mg.; Calcium Glycerophos- 
phate, 100 mg. and one milligram of each of the following: 
cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 
Dosage: One tablespoonful t.i.d. 30 minutes before meals. 
Supplied: Pint bottles, on B only. 
To date more than 30 million doses have been prescribed. 
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D ramam n classic drug for vertigo 


brand of dimenhydrinate 


caused by labyrinthine disturbance. 


Each scored, yellow tablet contains 50 mg. 
of dimenhydrinate, U.S.P. 
Average dose: 1 or 2 tablets 3 or 4 times daily. 


Dramamine is available in 4 dosage forms: 
Tablets, Liquid, Supposicones® and Ampuls. 


also available for vertigo with anxiety and depression 


Dramamine-D* 


dimenhydrinate with d-amphetamine sulfate 


controls symptoms ...improves mood 
Average dose: 1 tablet 2 or 3 times daily. 
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The American Academy of General Practice is a 
national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy's 15 st 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1960 by the American Academy of 
General Practice. 


SCIENTIFIC ARTICLES 


Hypercholesterolemia and Dietary Vegetable Oils 


Walter L. Evans, M.D., William B. Rawls, M.D., Charles 
Mistretta, M.D., Frank D’Alessandro, M.D., Dionisio Caloza, 
M.D. and Elias Tawil, M.D. 


The authors present a plausible theory (backed by experimental 
work) as to how unsaturated vegetable oils in the diet lower blood 
cholesterol. 


Neonatal Narcotic Addiction 
Annabelle Vincow, M.D. and Alvin Hackel, M.D. 


Neonatal narcotic addition is a challenge to the medical profession. 
Maternal drug dosage is directly correlated with the severity of the 
symptoms in the infant. 


The Air Conditioner as a Vector in Avian Mite 
A. S. Genest, M.D. 


Dermatitis caused by avian mites can be transmitted via the sum- 
mer standby—the air conditioner. 


Operation ICBL again Children’s Basic 
Limitations) . . . 
Clare S. Robinson 


The mentally retarded child presents a problem which can only be 
handled by the close cooperation of the physician, the psychologist, 
the teacher and the child’s own family. 


Epiphrenic Diverticula of the Esophagus 
Sol Katz, M.D. 


The Surgical Treatment of 
Colitis 
LeRoy H. Stahlgren, M.D. and L. Kraeer Ferguson, M.D. 


A highly successful conservative surgical approach to a disease 
which is difficult to treat either medically or surgically. 


Severe Anemia with Advanced 
Heart Disease. .. 
David A. Zackson, M.D. 


Severe anemia can mimic many of the classic signs and symptoms of 
advanced heart disease. All of these disappear with the correction of 
the anemia. 
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Practical Therapeutics: 

Liver Function and Primary Liver Disease in 
Pregnancy . 
Daniel H. Labby, M.D. 


Liver function may be disturbed due to many causes during preg- 
nancy. It is important to recognize this and institute prompt 
treatment. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming tissues. 


Surgical Treatment for Peripheral Arterial Dis- 
ease. W. ANDREW DALE, M.D. Surgical treat- 
ment for peripheral arterial disease is highly 
successful in properly selected cases if the cor- 
rect procedure is chosen. 


The Skin Coloring Agent Dihydroxyacetone. 
LEON GOLDMAN, M.D., JOEL BARKOFF, M.D., 
RONALD BLANEY, M.D., TAKASHI NAKAI, M.D. 
AND RAYMOND SUSKIND, M.D. The extensive 
use of skin coloring agents in cosmetics and 
skin creams and lotions makes it desirable to 
study this authoritative article. 


Newer Systemic Chemotherapy of Bacterial 
Dermatoses. ALFRED L. WEINER, M.D. The 
newer chemotherapeutic agents are quite effective 
in treating severe or extensive bacterial derma- 
tosis including some cases due to organisms 
resistant to the commonly used antibiotics. 


Treatment of the Nonmalignant Unhealthy 
Cervix: Cervicitis. JAMES A. MERRILL, M.D. 
Chronic cervicitis presents some difficult prob- 
lems in treatment, but it can be properly taken 
care of in an office procedure outlined in this 
article. 


Ototoxicity of Certain Antibiotic Drugs. JoHN 
B. GREGG, M.D. Several members of the broad 
spectrum group of antibiotics are shown to have 
definite and severe injurious effects upon the 
structure of the inner ear. 


Chickenpox Pneumonia. ARTHUR R. CRAMP- 
TON, M.D., MARTIN H. SEIFERT, M.D. AND 
H. C. BURKHEAD, M.D. Varicella virus inva- 
sion of the lower respiratory tract is seen almost 
exclusively in young adulis. This complication 
of chicken pox, although still rare, seems to be 
increasing in frequency as more adults are 
developing the disease. 


Public Health and Aeromedical Aspects of 
International Airline Operation. Oris B. 
SCHREUDER, M.D. An informative article con- 
cerning the medical problems not only of air 
travel but also of the actual operation of inter- 
national airlines. 
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the decorative jar makes a therapeutic difference 


The FILIBON jar is a handsome and handy reminder for everyday prenatal nutritional 
support. You can be sure she will be reminded of her FILIBON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 


FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
patients. Each small, dry-filled capsule also includes vitamin K and AUTRINIC® Intrinsic 
Factor Concentrate that enhances, never inhibits, B,, absorption. For complete formula see 
Physicians’ Desk Reference, page 697. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York (Gdere) 


tree FILTBON® Prenatal Capsules Lederie 
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‘i Publisher’s Memo 


IT WOULD BE INTERESTING to know how many hours 
and dollars the Federal Trade Commission spent trying 
to hang a “misleading” label on a Pfizer Sigmamycin® 
ad. The charge has now been dismissed, an appeal 
has been denied, the FTC noting that Pfizer has dis- 
continued the ad. 

The controversial ad showed prescription blanks 
and professional cards—all with fictitious names. 
It was a mere art device not intended as a testimo- 
nial. The approach was promptly pounced on by 
John Lear, science editor of The Saturday Review, 
a literary magazine. Lear and the FTC seemed 
sure that Pfizer was trying to imply product en- 
dorsement. Months of costly litigation ensued. 

No one apparently bothered to ask doctors if they 
were truly deceived or misled. This would have 
saved much time and money. It’s inconceivable that 
any physician, in full possession of his faculties and 
with an eye on professional ethics, would have even 
been confused. After all, Pfizer wasn’t merchandising 
an over-the-counter cure-all to a group of gullible 
goons. 

Lear then trained his guns on a Pfizer Enarex® ad, 
describing a new anticholinergic-tranquilizer com- 
bination. He alleged that the clinical data cited ap- 
plied only to the anticholinergic. His article showed 


- a Pfizer mailing piece but omitted one of three panels. 


The third (missing) panel clearly indicated that the 
product combines two clinically-tested ingredients. 
FDA Commissioner George Larrick promptly pointed 
out that the article didn’t tell the whole story. This 
we view as obvious. Larrick added that his agency 
was satisfied with Pfizer’s pharmacologic data. 
Many people believe that Lear helped oust Dr. 
(Ph.D.) Henry Welch from the FDA. Here we have 
no quarrel; indeed we proffer a commendatory bow. 
A man in Welch’s position must share the burdens of 
Caesar’s wife. We especially deplore Welch’s appar- 
ent financial connection with a medical publishing 
enterprise. But we do believe that Lear’s sensational 
attacks have done severe damage to an industry that 


has helped us live longer, healthier lives. 
—M.F.C. 
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...for the tense and nervous patient 

Despite the introduction in recent years of ‘‘new and different” tranquil- 

izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 

Meprobamate (Miltown) is prescribed by the medical profession more than 

any other tranquilizer in the world. 

The reasons are not hard to find. Miltown is a known drug. Its few side 

effects have been fully reported. There are no surprises in store for either 

the patient or the physician. Re 
De 
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SIGNIFICANT EVENTS 


Democrats Back 
Health Tax Plan 


Larson Favors 
New Health Plan 


Retirement Plan 
Details Mailed 


> The Democratic all—things—to—all—people platform will 
force Vice Presidential Candidate Lyndon Johnson to forget 
that he is "opposed to socialized medicine." Johnson must 
either do this or redefine the term. His earlier viewpoint 
is not consistent with either the platform or the views of 
Presidential Nominee Kennedy, a strong friend of Forand— 
type legislation. For more of the Kennedy health care 
philosophy, see page 35. 

Said Dr. R. B. Robins, reached by telephone in Los Angeles 
at_the close of the Democratic convention, "I am disap— 
pointed in the Democratic ticket and the Democratic plat— 
form. The ticket is upside-down and American medicine is in 
for some rough sledding." Dr. Robins is a former Academy 
president and a former Democratic national committeeman who 
headed the National Committee of Physicians for Johnson. 


> The AMA, which has diligently opposed the Forand bill and 
all other compulsory health insurance measures, apparently 
looks with favor on HR 12580, outlined here last month. 
Addressing the Senate Finance Committee, AMA President-elect 
Leonard Larson said that the bill, authored by House Ways 
and Means Committee Chairman Wilbur D. Mills (D-Ark.), 
should be supported by "everyone familiar with the problem." 

HR 12580 helps only the medically indigent, does not 
interfere with voluntary health insurance plans, has no 
compulsory coverage clause and puts state and local govern— 
ments in key positions (with the federal government serving 
in an adjunctive capacity). It is opposed by Rep. Aime 
J. Forand, who termed it a "sham," and Sen. Pat McNamara 
(D-Mich.) who favors his own compulsory health insurance 
plan that out-Forands the Forand bill. 

Those who favor a health care plan tied to higher social 
security taxes will put pressure on senators and representa— 
tives during the Congressional "convention" recess. When 
both bodies reconvene (the Senate on August 8, the House 
one week later), the 86th "do-nothing" Congress will choose 


from an abundance of bills. 


> Details of the new American Academy of General Practice 
Retirement Plan are being mailed to members in 26 states. 


Members: in other states must wait until the plan has been 
approved by the individual state security commissions. 

The new plan combines a guaranteed annual income feature 
with a mutual fund investment program. The unique advan— 
tages of the plan will be completely outlined in a GP 
article scheduled to appear in September. 


Members Oppose 
Social Security 


Says HR 10 
Faces Fight 


Rockefeller Funds 
Aid Osteopathy 


PA flood of letters recently received at the Headquarters 
office indicates that the great majority of Academy members 
are still opposed to compulsory social security coverage 
for physicians. The letters stem from a Commission on 
Legislation and Public Policy request that all members 
contact their congressmen and oppose compulsory coverage. 

Although not enough replies have been received to draw 
statistically reliable conclusions, approximately three 
out of every four members support the Academy's stated pol- 
icy of opposition. This policy reflects the results of an 
earlier survey that showed 91 per cent of Academy members 
vociferously opposed. 

On June 23, the House passed HR 12580, a bill that in- 
cludes a compulsory physician coverage provision. If the 
Senate agrees, self-employed physicians will start paying 
a social security tax in January, 1961. The tax, currently 
$216 a year, will climb to at least $342 a year by 1969. 


PHR 10, a bill intended to correct income tax inequities 
by letting self-employed people establish tax-deferred 
retirement income funds, has recently been termed discrimi- 
natory in favor of upper—income professional men. Action 
on the bill has been postponed by the Senate until Congress 
reconvenes. 

Sen. George Smathers (D-Fla.), the bill's floor mana- 
ger, has been told by Senators Russell Long (D-La.) and 
Paul Douglas (D-Ill.) that the bill must clear several 
hurdles. Bills endorsing pension plans for the self-—em-— 
ployed have been in various legislative hoppers for longer 
than this magazine has been published. 


> Mrs. John D. Rockefeller, Jr. (Nelson's stepmother) will 
give $500,000 to the Kirksville (Mo.) College of Osteopathy 
and Surgery. Another $500,000, from the Rockefeller 
Brothers Fund, will go to the six osteopathic schools with 
the aim of increasing "still further the substantial contri- 
bution the profession now makes to public health." 


During her tennis—playing days, Mrs. Rockefeller was 
"adjusted" by Dr. Perrin Thacher Wilson, a 71-year-old 


(and still active) Boston osteopath who also treated the 
late John D., Jr. The Kirksville grant will be used to 


support one professorship and two osteopathic fellowships. 
M.F.C. 
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The U.S. Supreme Court has agreed to review 
Connecticut’s strict antibirth control laws. Doc- 
tors in that state may not advise the use of con- 
traceptives and a law establishes fines and im- 
prisonment for use of contraceptive aids. 


Last month, the Office of 
Civil Defense began 
“user testing” 24,000 
masks for protection 
against atomic fallout, 
war gasses and germ 
warfare. The agency 
hopes they can be pro- 
duced and sold for $2 
or $3. 


Officials of nine major labor unions have taken 
steps to organize a nonprofit corporation which 
will operate a chain of cut-rate drugstores in 
New York City. The sponsors hope it will enable 
participating union members to cut as much as 
one-third from their family drug bill. 


Getting sick and getting well will cost the average 
American about $105 in 1960. Total private ex- 
penditures will approach $19 billion, more than 
double the 1950 outlay, according to the Health 
Insurance Institute. The nation will spend more 
for hospital services—$6 billion—than for any 
other single part of medical care. 


Jefferson Medical Col- 
lege, believed to be the 
last all-male U.S. medi- 
cal school, has lifted its 
ban against women, 
making 84 of the coun- 
try’s 85schools coeduca- 
tional. Woman’s Med- 
ical College of Philadel- 
phia remains the only 
holdout. 
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Under a new Internal Revenue Service ruling, 
taxpayers can deduct the entire amount of medi- 
cal expenses paid for a parent without regard to 
the former limitation which allowed a deduction 
only if the amount exceeded 3 per cent of the 
taxpayer’s income. 


General practitioners do more than one in three 
operations for appendicitis, hernia and chole- 
lithiasis, while surgeons do a little over half, ac- 
cording to Taylor, Harkins and Lea, a medical 
statistical research firm. The general practitioner 
also does more than one-third of both routine and 
complicated deliveries. 


Credit cards have come 
on the medical scene 
through a program in- 
troduced by the Ameri- 
can Health Credit Plan, 
Ine., Battle Creek, 
Mich. The plan gives 
$500 in credit for a sin- 
gle person; $1,000 for 
married couples with- 
out children, and $1,500 
for those with children. 
It covers doctors’ fees, 
dentists’ bills, medicine 
and hospital expenses. 


HEW Secretary Flemming has announced the ap- 
pointment of an eight-man committee to review 
decisions of former FDA’ Antibiotics Division 
Chief Henry Welch. Dr. C. Phillip Miller, Uni- 
versity of Chicago professor of medicine, will 
head the group which will also examine the 
agency’s new drug division, accused of being too 
closely tied to the pharmaceutical industry. 


After holding up a drugstore in Detroit and taking 


all the cash on hand, a nervous gunman de- 
manded a bottle of tranquilizer pills. 
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New!... 
for 

appetite 
control 


Why do so many overweight patients so often 
break their diets? 


The reason is usually tension.'** Appetrol has 
been formulated to help you solve this problem. 


Appetrol provides dextro-amphetamine to curb 
your patient’s appetite. Even more important, it 
provides meprobamate to control compulsive over- 
eating, to ease the frustration of the dietary 


Available: Bottles of 50 pink, scored tablets. 


d 


Controls compulsive overeating 


CURBS APPETITE...RELIEVES TENSION HUNGER... 
TRANQUILIZES “DIET JITTERS” 


Thus, Appetrol does more than other anorectics 
which merely suppress appetite. Appetrol also 
tranquilizes tension hunger to give more complete 
control of compulsive overeating. Your patients 
find it easier to stay on their diets — even during 
prolonged periods. 


References: 1. Freed, S. C.: Psychic factors in the development and 
treatment of obesity. J.A.M.A. 133:369, Feb. 8, 1947. 2. Kotkov, B.: 
Group psychotherapy with the obese. Paper read before The Academy of 
Psychosomatic Medicine, Oct. 1958. 3. Plotz, M.: Modern management of 


regimen — and to minimize the jittery effects of obesity—the “social diet.” J.A.M.A. 170:1513, July 25, 1959. 
amphetamine. 
® 
Usual dosage: 1 or 2 tablets one-half to 1 hour before meals. 
Each tablet contains: 5 mg. dextro-amphetamine sulfate 
and 400 mg. meprobamate. 


DEXTRO-AMPHETAMINE + MEPROBAMATE 


for appetite control 


cAs008 ® WALLACE LABORATORIES / New Brunswick, N. J. 
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Federal spending on health and medical care is 
this year expected to exceed $3 billion—more 
than will be spent on either highway programs or 
atomic energy. 


Medical students spend $2,911 a year for their 
education in the U.S., totalling $11,644 for the 
four-year course. The student and his family foot 
82 per cent of the bill. 


The world’s first nursing home research center will 
be built soon in Washington, D.C. The nonprofit 
organization will be a center to study all phases 
of nursing home activity. 


Dr. William A. Jeffers, 
associate professor of 
medicine at the Uni- 
versity of Pennsylvania, 
told Philadelphia 
County Medical Society 
members that Presiden- 
tial candidates should 
list their health status 
along with their politi- 
cal qualifications. Cur- 
rent books about them 
have indicated that a 
potential for physical 
disability exists among 
some of them, he added. 


Each local government in Sweden is required to 
maintain a home for the aged. Medical care is 
available without charge under a sickness-insur- 
ance plan. 


Some states already provide medical services for 
the aged under their own programs. Thirty-four 
give hospital care; 35 pay doctors’ bills; 38 sup- 
ply drugs; 33 provide for wheel chairs and arti- 
ficial limbs, and 29 provide for x-ray and lab 
services. 
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Socialized medicine in England is getting costlier 
each year. In ten years, the annual cost of the 
program has jumped from $1.25 billion to more 
than $2 billion. Patients pay less than 20 per cent 
of the total bill; roughly 80 per cent comes out of 
the general tax fund. 


Fourteen government- 
owned public houses in 
England have installed 
drink meters to tell car 
drivers when they’ve 
had enough. The coin- 
operated machine tests 
reaction speeds. 


According to the Maine Medical Association, 93 
of that state’s communities are seeking the serv- 
ices of one or more general practitioners. Many 
small towns and island communities are offering 
special inducements in the way of guaranteed 
income and accommodations. 


Involuntary commitment of narcotic addicts has 
been written into New York law. Under the new 
ruling, a judge may commit or retain an addict 
(over 18 years of age) on the certification of two 
examining physicians until ‘‘there are grounds to 
believe permanent rehabilitation has been 
achieved.” 


The socialistic Co-operative Commonwealth Fed- 
eration, returned to power for the fifth time in 
Saskatchewan, Canada, has announced its inten- 
tion to introduce a compulsory medical plan. 


In “Operation Rescue,” 
the U.S. Air Force flew 
a 300-bed hospital from 
Ft. Belvoir, Va., to 
earthquake-stricken 
Chile. A second hospi- 
tal was shipped by rail. 
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all of these patients 
have anxiety symptoms; 


‘but half need an 
antidepressant, not a 
tranquilizer 


depression—a common problem 


in office practice... 

“It is generally acknowledged that at least 
40 to 50 per cent of the patients seen in 
private practice have emotional problems 
and that true depressions or depressive 
equivalents are found in more than half of 
these.” Cooper, J. H.: J. Am. M. Women’s A. 14:988, 1959 


anxiety often “masks” underly- 


ing depression... 

“Although ataractics have a definite place 
in therapeutics, their use in depressed states 
is limited, and in many cases even contra- 
indicated. A large number of patients with 
psychogenic disorders are given ataractics 
for the relief of anxiety symptoms. Since 
the anxiety is actually due to depression, 
the response, if any, is transient and occa- 


sionally the patient may become worse....” 
Hobbs, L. F.: Virginia M. Month. 86:692, 1959 


IN DEPRESSION AND 
DEPRESSION-INDUCED 
ANXIETY 


the common problems basically unresponsive to tranquilizers 


brand of phenelzine dihydrogen sulfate 


MORRIS PLAINS, NU 


relieves the anxiety 
by removing 
the depression itself 


dosage: One tablet three times a day. 

supplied: Orange-coated tablets, each containing 
15 mg. of phenylethylhydrazine present as the 
dihydrogen sulfate. Bottles of 100. 


Complete Nardil Bibliography _ 
on request to the Medical Department. NA-aPos 
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HERBERT W. SALTER, M.D. 

4900 Euclid Ave., Cleveland, Ohio 


Terms to Expire 1963: 
DONALD H. Kast, M.D. 
Bankers Trust Bldg., Des Moines, Ia. 
JULIUS MICHAELSON, M.D. 
Box 945, Foley, Ala. 
WALTER W. SACKETT, JR., M.D. 
2500 Coral Way, Miami, Fla. 


Fount RICHARDSON, M.D., ex officio 
316 W. Dickson, Fayetteville, Ark. 
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National Officers 
and Commissions 
and Committees 


Commissions and Committees 
(Italics denote new appointees.) 


Executive Committee: James D. Murphy, M.D., Chairman, 
1556 W. Magnolia, Ft. Worth, Tex.; Albert E. Ritt, M.p., 
1562 University Ave., St. Paul, Minn.; John Paul Lindsay, 
M.D., 5410 Harding Rd., Nashville, Tenn.; Paul S. Read, 
M.D., 2415 Fort Street, Omaha, Neb. 


Finance Committee: Albert E. Ritt, M.p., Chairman, 1562 
University Ave., St. Paul, Minn.; Howard J. Farmer, M.D., 
20 Main St., St. Johnsbury, Vt.; Cyrus W. Anderson, M.D., 
Republic Bldg., Denver, Colo. 


Publication Committee: Daniel M. Rogers, M.D., Chairman, 
2 Cherry St., Wenham, Mass.; Charles G. Bryant, M.D., 
1169 Eastern Pkwy., Louisville, Ky.; John C. Ely, m.p., 
E. 10706 Sprague Ave., Opportunity, Wash.; Paul J. Seif- 
ert, Jr., M.D., 509 California, Libby, Mont.; Holland T. 
Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; Albert 
E. Ritt, M.D., ex officio 1562 University Ave., St. Paul, 
Minn.; Albert S. Dix, M.D., ex officio, 108 N. Catherine St., 
Mobile, Ala. 


Commission on Education: John Paul Lindsay, M.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn. 

Terms to Expire 1961: Cecil M. French, M.pD., 339 W. 
Harris, San Angelo, Tex.; Thomas A. Keenan, M.D., 49 
West St., Rutland, Vt.; Horace W. Eshbach, m.pD., 4450 
State Rd., Drexel Hill, Pa. 

Terms to Expire 1962: Roscius C. Doan, M.D., 1012 E. 
Central Ave., Miamisburg, Ohio; Joseph W. Crookshank, 
M.D., 210 S. Ryan St., Lake Charles, La.; J. Alison Cary, 
M.D., 60 W. Keystone Ave., Morgan Hill, Calif. 

Terms to Expire 1968: Francis L. Land, M.D., 4628 S. 
Calhoun, Ft. Wayne, Ind.; Leland S. Evans, M.D., 217 W. 
Court Ave., Las Cruces, N.M.; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii 


Academy Representatives on Residency Review Committee: 
William J. Shaw, m.D., Lee Hospital, Fayette, Mo. (term 
expires 1961); Francis L. Land, M.D., 4628 S. Calhoun, 
Ft. Wayne, Ind. (term expires 1962); Spencer York Bell, 
M.D., 1826 W. Clinch, Knoxville, Tenn. (term expires 1963) 


Commission on Hospitals: James M. Perkins, M.D., Chair- 
man, 227 16th St., Denver, Colo. 

Terms to Expire 1961: Richard R. Chamberlain, m.p., 30 
Lenox Pl., Maplewood, N.J.; Antonio J. Franzi, M.D., 3620 
Army St., San Francisco, Calif.; Leo M. Wachtel, Jr., M.D., 
2708 St. Johns Ave., Jacksonville, Fla. 
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Commissions and 


Committees 


(Italics denote new appointees.) 


Terms to Expire 1962: Jack M. Partain, M.D., 205 Camden, 
San Antonio, Tex.; Ralph E. Cross, M.D., 125 N.E. 8th St., 
Homestead, Fla.; Joseph S. Devitt, m.p., 944 N. Jackson 
St., Milwaukee, Wis. 

Terms to Expire 1963: Stanley A. Boyd, M.D., Medical Den- 
tal Bldg., Portland, Ore.; Leath Deon Nelson, M.D., Washing- 
ton Terr., Ogden, Utah; Robert O. Quello, M.D., Marquette 
Bank Bldg., 7th and Marquette St., Minneapolis, Minn. 


Commission on Legislation and Public Policy: Paul S. Read, 
M.D., Chairman, 2415 Fort St., Omaha, Neb. 

Terms to Expire 1961: Thomas H. Blake, M.pD., Box 466, 
St. Albans, W. Va.; Carlos E. Fuste, Jr., M.D., 907 Gordon, 
Alvin, Tex., Malcolm H. Harris, M.D., Box 250, West 
Point, Va. 

Terms to Expire 1962: James A. Blake, M.D., 15 9th Ave., 
S., Hopkins, Minn.; Robert E. Heerens, M.D., 1335 Charles 
St., Rockford, Ill.; Dudley M. Cobb, Jr., m.p., 8015 S. 
Vermont Ave., Los Angeles, Calif. 

Terms to Expire 1963: Walter W. Sackett, Jr., M.D., 2500 
Coral Way, Miami, Fla.; John Wesley Rice, M.D., 421 Me- 
Neal St., Jackson, Mich.; Jack Curry Redman, M.D., 114 
Oak St., N. E., Albuquerque, N.M. 


Commission on Membership and Credentials: Julius 
Michaelson, M.D., Chairman, Box 945, Foley, Ala. 

Terms to Expire 1961: Kenneth H. Beebe, m.p., 101 S. 
Division Ave., Sterling, Colo.; John C. Smith, M.D., 2227 
S. 52nd Ave., Cicero, Ill.; Edgar B. Morgan, M.D., 2708 
Frankfort Ave., Louisville, Ky. 

Terms to Expire 1962: Seymour Fiske, M.D., 150 E. 71st 
St., New York, N.Y.; W. Mercer Moncrief, M.D., 756 
Cypress St., N.E., Atlanta, Ga.; Joseph W. Telford, M.D., 
$255 4th Ave., San Diego, Calif. 

Terms to Expire 1963: Herb L. Huffington, M.D., 123 S. 2nd 
St., Waterville, Minn.; Clyde W. Miller, M.D., 182 N. 
Minnesota, Wichita, Kan.; Robert H. Tinker, M.D., 2250 
Lloyd Center, Portland, Ore. 


Committee on Scientific Assembly: Amos N. Johnson, M.D., 
Chairman, Garland, N.C. (term expires 1961) 

George V. Launey, Jr., M.D., Chairman of Subcommittee on 
Scientific Exhibits, 9528 Webb Chapel Rd., Dallas, Tex. 
(term expires 1961) 

Terms to Expire 1962: Bernard P. Harpole, M.D., 1920 
N.W. Johnson, Portland, Ore.; Eugene W. Peters, M.D., 
18599 Lakeshore Blvd., Cleveland, Ohio. 

Terms to Expire 1963: Arthur N. Jay, M.D., 3400 N. Meri- 
dan St., Indianapolis, Ind.; Maynard I. Shapiro, M.D., 8911 
S. Chappel St., Chicago, Ill. 

Garra L. Lester, M.D., ex officio, 1 Morris Ave., Chautauqua, 
N.Y. 
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Committee on Insurance: Herbert W. Salter, M.D., Chair- 
man, 4900 Euclid Ave., Cleveland, Ohio. 

Terms to Expire 1961: Donald F. Bartley, m.p., 9 N. 
Hanson St., Easton Md.; James D. Weaver, M.D., 3123 
State St., Erie, Pa. 

Terms to Expire 1962: George E. Burket, Jr., M.D., Box 273, 
Kingman, Kan.; Frank H. Green, M.D., 134 E. 2nd St., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum St., 
Hartford, Conn. 

Terms to Expire 1963: Richard P. Bellaire, M.D., 38 Church 
St., Saranac Lake, N.Y.; Daniel A. Tobin, M.D., 3968 Jay 
St., Sacramento, Calif.; Norman F. Coulter, M.D., 1516 S 
Kuhl Ave., Orlando, Fla. 


Committee on Constitution and By-Laws: Arthur P. Red- 
ing, M.D., Chairman, Marion, 8.D.; Harold E. Jervey, Jr., 
M.D., 1515 Bull St., Columbia, S8.C.; C. H. Stark, m.p., 
Paramount Bldg., Cedar Rapids, Ia.; F. A. Shallenberger, 
Jr., M.D., 5455 E. 2nd St., Tucson, Ariz.; James G. 
Simmons, M.D., 30 Myrtle Ave., Fitchburg, Mass.; Robert 
V. Broadbent, M.D., 190 Mill St., Reno, Nev. 


Liaison Committee on Voluntary Prepaid Medical Care: 
Seigle W. Parks, m.D., Chairman, 102 Adams St., Fair- 
mount, W.Va.; Julian K. Welch, Jr.,m.p., 107 N. Lafayette 
Ave., Brownsville, Tenn.; Joseph J. Kaufman, M.D., 129 W. 
Miller St., Newark, N.Y.; Henning W. Mathiasen, M.D., 
308 Bennett Bldg., Council Bluffs, Ia.; George Lemon, 
M.D., 2020 Starr Ave., Toledo, Ohio. 


Liaison Committee with Council on Rural Health of the AMA: 
John R. Rodger, M.D., Chairman, Bellaire, Mich.; George 
W. Karelas, M.D., Newberry, Fla.; Asael Tall, M.D., 119 N. 
State St., Rigby, Ida.; Benjamin N. Saltzman, m.D., 111, 
W. 6th St., Mountain Home, Ark.; Moncure Dabney, M.D. 
Crystal Springs, Miss. 


Mead Johnson Scholarship Awards Committee: Walter T. 
Gunn, M.D., Chairman, 4617 Dahlia Ave., St. Louis, Mo.; 
Robert E. Verdon, M.D., 576 Anderson Ave., Cliffside 
Park, N.J.; Bertram L. Trelstad, M.p., 2054 Capitol St., 
N.E., Salem, Ore.; Elmer Ridgeway, Jr., M.D., 3601 N. May 
Ave., Oklahoma City, Okla.; Ernest B. Flake, M.D., Medical 
Arts Bldg., Shreveport, La.; Roger N. Chisholm, M.D., 5101 
E. Yale, Denver, Colo. 


Ross Award Committee: Ralph J. Lum, Jr., M.D., Chairman, 
601 Miramar Ave., Santurce, Puerto Rico; Willard H. 
Pennoyer, M.D., Hynds Bldg., Cheyenne, Wyo.; Alan K. 
Johnson, M.D., 410 6th St., E., Williston, N.D.; Jean Paul 
Nadeau, M.D., 91 Pine St., Lewiston, Me.; Theodore J. 
Nereim, M.D., 333 Glen Way, Madison, Wis. 
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Liaison Committee on National Defense: Charles R. Mar- 
lowe, M.D., Chairman, 1833 Broadway, Toledo, Ohio; Peter 
C. H. Erinakes, M.D., 28 Berkley Rd., East Greenwich, R.1.; 
Cyrus G. Reznichek, M.D., 1912 Atwood Ave., Madison, 
Wis.; Reginald F. DeWitt, M.D., 174 Main St., Plymouth, 
N.H.; Martin B. Pennington, M.D., 1003 Park Place, Wil- 
mington, Del.; Glenn S. Player, M.D., 1623 Queen Anne, 
Seattle, Wash. 


Committee on Industrial Health: Carleton R. Smith, M.p., 
Chairman, 1101 Main St., Peoria, Ill.; Rudolph A. Dami- 
ani, M.D., 5 Cooke St., Waterbury, Conn.; Earl F. Lutz, M.D., 
General Motors Bldg., Detroit, Mich.; Charles W. Neville, 
M.D., 2514 31st Ave., N., Birmingham, Ala.; Gradie R. 
Rowntree, M.D., 70 Valley Rd., Louisville, Ky. 


Advisor to the Board on International Medical Affairs: U. R. 
Bryner, M.D., 508 E. South Temple St., Salt Lake City, 
Utah 


Committee on Mental Health: John O. Milligan, m.pD., 
Chairman, 1120 Boylston Ave., Seattle, Wash.; Eugene I. 
Baumgartner, M.D., 25 Alder St., Oakland, Md.; I. P. 
Frohman, M.D., 2924 Nichols Ave., S.E., Washington, 
D.C.; Richard H. Gwartney, M.D., 1098 “D” St., San 
Bernardino, Calif.; Lawrence E. Drewrey, M.D., 530 Jeffer- 
son St., S.W., Camden, Ark.; Austin B. Kraabel, M.p., 
415 N. 85th St., Seattle, Wash.; B. Wheeler Jenkins, M.D., 
1526 E. Upsal St., Philadelphia, Pa.; Bertram B. Moss, 
M.D., 2010 Irving Park Rd., Chicago, Ill.; Francis I. Nicolle, 
M.D., 1826 Foucher St., New Orleans, La.; Rudolph F. 
Sievers, M.D., Blair Clinic Bldg., Blair, Neb.; Arch T. Wigle, 
M.D., 1605 N. Arthur, Pocatello, Ida. 


Liaison Committee with the Specialty Societies: Malcom E. 
Phelps, M.D., Chairman, 203 S. Macomb, El Reno, Okla.; 
James M. Perkins, M.D., 227 16th St., Denver, Colo.; 
John Paul Lindsay, M.D., 5410 Harding Rd., Nashville, 
Tenn. 


Liaison Committee with Advisory Board for Medical Special- 
ties: John G. Walsh, M.D., Chairman, 2901 Capitol Ave., 
Sacramento, Calif.; Holland T. Jackson, M.D., Medical 
Arts Bldg., Ft. Worth, Tex.; J. S. DeTar, m.p., 55 W. Main 
St., Milan, Mich. 


Committee for Liaison with General Practice Section of 
AMA on Certifying Board: John Paul Lindsay, m.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn.; Holland T. 
Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; John 
C. Ely, M.D., E. 10706 Sprague Ave., Opportunity, Wash. 
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Committee on 1961 Invitational Scientific Congress: Paul S. 
Read, M.D., Chairman, 2415 Fort St., Omaha, Neb.; John O. 
Milligan, M.D., 1120 Boylston Ave., Seattle, Wash.; 
Donald H. Kast, M.D., Bankers Trust Bldg., Des Moines, 
Ta. 


Committee on 1960 State Officers’ Conference: Richard P. 
Bellaire, M.D., Chairman, 38 Church St., Saranac Lake, 
N.Y.; Paul S. Read, M.p., 2415 Fort St., Omaha, Neb.; 
Thomas A. Keenan, M.D., 49 West St., Rutland, Vt.; Mr. 
Charles G. Dosch, Advisor, 1403 N. Delaware St., Indian- 
apolis, Ind. 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 
Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply print your name, old 
address and new address on a 3c postal card and send it 
to: GP Circulation, Volker Boulevard at Brookside, Kansas 
City 12, Missouri. 
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QUIESCENCE 


for the medical patient in situational stress 


PHENERGAN—available in four convenient forms—helps you cope with 
situational stress so frequently met in the practice of medicine. Whatever 
dosage form you choose, PHENERGAN provides these benefits: 
quiescence—relief of apprehension; nighttime, perisurgical, obstetrical 
control of nausea and vomiting—of pregnancy, motion sickness, or surgi- 
cal procedures 

drug potentiation—of analgesics, barbiturates, anesthetics . . . permitting 
lower dosages of such agents 


allergy control—of allergies amenable to antihistamine therapy 
For further information on prescribing and administering PHENERGAN see descriptive 
le on t. 


literature, a req 


Wyeth Laboratories Philadelphia 1, Pa. 


PHENERGAN 


HYDROCHLORIDE Wijeth 


Promethazine Hydrochloride, Wyeth a ® 
Century of 


INJECTION + TABLETS + SYRUP + SUPPOSITORIES Service to Medicine 
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Letters from Our Readers 


Sans Trademark 


Dear Sirs: 

We have noted in the excellent article of Drs. Otto 
Steinbrocker and Thomas G. Argyros, ‘“The Shoul- 
der-Hand Syndrome,” which appeared in the April, 
1960 issue of GP, the mention of Priscoline on page 
109. We regret to note the use of this trademark 
without any reference or indication that it is a trade- 
mark. Undoubtedly, this was due to an inadvertence. 

Priscoline is a registered trademark of CIBA 
Pharmaceutical Products, Inc. The generic name for 
the product is “tolazoline.”” We know how difficult it 
is for editors to keep up on these matters. However, 
we also know that you appreciate the danger of the 
loss of trademarks, when they are improperly used. If 
it is convenient for you, in some future issue, to make 
some notation that Priscoline is a registered trade- 
mark, we would indeed appreciate it. 

HARRY GOLDSMITH 
Patent Counsel 

CIBA 
Summit, N.J. 


C Protest 
Dear Sirs: 

I read in the Executive Director’s Newsletter in the 
April GP that “after January 1, 1966, doctors who 
apply for Academy membership will be required to 
show that they have had at least two years of hos- 
pital training.” 

I write this letter to protest such action. No one 
can sensibly argue that education is not good. As a 
corollary of this, it also follows that the more educa- 
tion a man gets, the better his potential in his own 
field. But it does not follow that any given man 
should be excluded from the AAGP because of arbi- 
trary, artificial and higher standards. 

Or am I wrong? It is my understanding that the 
AAGP is a voluntary association of general practi- 
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Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved wpon request. 


tioners banded together primarily for the rational 
continuation of postgraduate education; and second- 
arily for political, insurance benefits and other rea- 
sons. If this is so, it behooves us to resist the tempta- 
tion of making our organization an exclusive club by 
artificiall y-imposed restriction. 

Most of the appeal of the Academy lies in its con- 
tinual efforts to make good doctors into better doc- 
tors. 

To do this we must necessarily keep admission 
standards as low as possible (I believe a license is 
enough) and raise whatever postgraduate barriers as 
are deemed advisable to keep all of us improving. 
This makes a man’s membership standing dependent 
on performance and postgraduate education, not on 
the number of years spent in a hospital. 

We should not be attempting to exclude people, 
but should be searching for means to include more. 

If this reeommendation goes through as printed, I 
shall have to resign in protest. My conscience will not 
tolerate it. 

J. E. BALTHROP, M.D. 
Pensacola, Fla. 


Procedural Choice 


Dear Sirs: 

Paracentesis of ascitic fluid from whatever cause 
such as malignancy, cirrhosis of the liver, or cardiac 
failure can be safely performed if care is taken to re- 
move the fluid slowly. I have found the following 
procedure of great help in preventing the rapid reac- 
cumulation of fluid with the need for repeated 
paracentesis. 

Paracentesis is performed in the usual manner, in 
the left lower quadrant preferably, under sterile 
technique. After the fluid is withdrawn, a sterile 
catheter is passed through the trocar into the ab- 
dominal cavity. A clamp on the catheter permits 
drainage at will. Thus, the patient can be instructed 
to open the clamp twice a day for drainage. 
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Triple Sulfa Crea 


in mixed vaginal infections 

against secondary invaders 
in trichomoniasis 

in postpartum care 

after vaginal surgery 
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Yours T'ruly 


Catheters may be kept in place indefinitely if in- 
fection does not develop. Patients with a catheter in 
place should be checked two to three times a week. 
Peritonitis does not develop if proper care is taken at 
tne time the catheter is inserted and is firmly secured 
by adhesive to prevent mobilization. Drainage from 
the abdomen of two to three liters a day may take 
place. 

L. D. SoBUSH, M.D. 
Manitowoc, Wis. 


The acceptance of the above letter for publication does 
not imply approval of its contents by the editorial de- 
partment. This letter, we hope, will stimulate discussion 
by our readers, because this procedure could produce 
some side effects which might be not only undesirable, 
but serious. — MEDICAL EDITOR 


Exceptionally Lucid 


Dear Sirs: 

I should like reprints of the article on “‘free’’ nar- 
cotics by Dr. Edward R. Bloomquist in the May, 
1960, GP. I have several well-meaning but unin- 
formed friends for whom these are intended. 

This was an exceptionally lucid article on an ex- 
tremely important problem, about which a good deal 
of muddled emotional thought has been expended. 

Sam F. HARTMAN, M.D. 
Beaumont, Tex. 


Sechine sat 
Dear Sirs: 

Would you kindly inform me of the proper course 
to follow in securing an associate or assistant or part- 
ner in general practice? I was graduated from Jeffer- 
son Medical School in 1951 and have been practicing 
for eight years in a residential community of 2,000 
population and only two miles from a city of 30,000 
population with two hospitals. I should appreicate 
your help in finding a young general practitioner or 
recent graduate from medical school to help me in my 
practice. 
RUSSELL L. GINGRICH, JR., M.D. 
34 North Center Ave. 

Cleona, Pa. 
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Two Opportunities 


Dear Sirs: 

We are looking for a general practitioner who de- 
sires to live and practice in a rural community. Such 
a community is King Ferry, N.Y., which is located 
in Cayuga County on the east side of Cayuga Lake. 
It is 20 miles south of Auburn, which has two ac- 
credited hospitals, and is the same distance north of 
Ithaca. 

A few years ago an organization (Ridgeland Proj- 
ects, Inc.) was formed for the purpose of locating 
suitable home and office facilities for a doctor. 
Through the sale of membership certificates several 
thousand dollars were raised to renovate one of the 
finer old homes in the village. 

The facilities include a new automatic oil-fired hot 
water heating system, all new wiring, insulation, re- 
decoration, new hardwood floors in living quarters. 

There are four rooms in the medical unit—a wait- 
ing room, private office, examining room and half- 
bath. The living quarters include kitchen, dining 
room, living room, full bath, four bedrooms and a 
garage. The living quarters and office are completely 
separated with their own entrances. 

The population of the area is about 2,000. In addi- 
tion there are an increasing number of summer resi- 
dents who have cottages along the lake. Also there are 
around 1,000 Negro migrants here each summer to 
work the vegetable harvest. 

The income of the people is derived from farming, 
New York State electric power generating plant and 
business and industry in nearby cities. 

ELEANOR B. KEIM 
Secretary 
Ridgeland Projects, Inc. 
King Ferry, N.Y. 


and... 


Dear Sirs: 

Our community is seriously in need of increased 
doctor service. Dr. Eugene Farley of Trumansburg, 
a neighboring town, suggested we contact your or- 
ganization. 

Our town of Interlaken is located on Route 96, be- 
tween Cayuga and Seneca Lakes, 18 miles north of 
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New microphotographs 
illustrate unique action 


of 


Vaginal 
Cream-Jel 
snowy white — dry — static — free of messiness 


ALIVE 

in seminal fluid — 
spermatozoa viable 

and highly motile before 
reaching interface of 

| seminal fluid and 
IMMOLIN Matrix 


IMMOBILIZED 
near the 

IMMOLIN Matrix — 
spermatozoa 
approaching the edge 
of the IMMOLIN Matrix 
immediately become 
immobilized and 
nonreproductive 


DEAD 

inside the 

IMMOLIN Matrix — 
spermatozoa dead and 
buried — killed within the 
distance they normally 
travel in one-quarter 

of a second 


1. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 
2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 


Active ingredi hyleneglyco!l 550 taurate 5%, 


y xypolyethoxyethanol 1%. 
IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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NERS 
Simple, effective conception control — 

without an occlusive device’? « 

. : 


Yours Truly 


Ithaca, N.Y., home of Cornell University and Ithaca 
College. 
The 3,500 residents in the area are engaged in 
diversified farming, and many commute to Willard 
State Hospital, U.S. Army Ordnance Depot at Rom- 
ulus, Seneca Falls and Ithaca for employment. The 
town itself (900 population) has no factories. 
Two new hospitals, the Taylor-Brown Seneca 
County Hospital and the Tompkins County Me- 
morial Hospital, are within a half-hour drive. 
DONALD H. HENFORD 
Chuirman 

Citizen’s Committee 

Interlaken, N.Y. 


Sound Objectives 


Dear Sirs: 

Shortly I will complete my internship at Fitzgerald 
Mercy Hospital, Darby, Pa. It is my intention to 
practice general medicine. Since it is my wish to be a 
capable participant in this most important category 
of medical practice, it is natural that I seek member- 
ship in your organization. 

Somewhat related also is my interest in any partic- 
ular localities, known to you, where one with my ob- 
jective would be welcome. 

CHARLES K. GORBY, PH.D., M.D. 
510 Brookline Boulevard 
Havertown, Pa. 


Oklahoma Opportunity 
Dear Sirs: 

We are attempting to locate a medical doctor who 
would be interested in establishing his practice in 
Ramona, Okla. Anxious to assist in any manner pos- 
sible, we have sufficient funds available to erect a new 
building for his medical facilities, and might possibly 
be able to furnish some medical equipment if desired. 

Ramona is a town of approximately 600 popula- 
tion, with an estimated additiona] 600 persons in its 
trade area. It is situated in northeastern Oklahoma 
between Bartlesville and Tulsa on proposed new 
highway 75. It is a progressive, attractive town with 
good schools, active churches and cooperative citizens. 
Due to the improved highway it has an assurance of 
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“So who do I pay?” 


future growth as living space for people employed in 
Bartlesville and Tulsa. There are two 100-bed hospi- 
tals in Bartlesville, which is about 17 miles north of 
Ramona. 

The results of a survey of the area which was made 
by the Sears-Roebuck Foundation show that the 
salary potential is more than $23,000 annually. In 
analyzing this report please bear in mind the earnings 
are for office calls only and the results of similar sur- 
veys have shown the income figures to be conserv- 
ative. 

We feel that our town has a bright future and can 
offer an opportunity for a fine life and practice to a 
young doctor interested in this type of community. 

JANE L. Topp 
Ramona Medical Building 
Ramona, Okla. 


Wedge of Socialism 


Dear Sirs: 

Please let me express my admiration for GP in its 
editorial approach to the Kefauver drug hearings. 
GP was one of the first and, indeed, one of the few 
medical journals which has made it a point to call to 
the doctor’s attention this indirect attack on the 
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How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 
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Yours Truly 


practice of medicine, and this indirect opening wedge 
in what could ultimately be a drive toward eventual 
socialized medicine. 

All too many physicians have tended to dismiss the 
current hearings with the thought that they are not 
concerned with the physician in practice. We know 
that for the government to get complete control of 
the manufacturing, marketing and all other expendi- 
tures of pharmaceutical companies is but the first 
step in a long-range program which will result in a 
drive to socialize the entire medical profession. 

FRANK MOORMAN 
L. W. Frohlich and Company 


New York, N.Y. 
Editorial Admiration 
Dear Sirs: 


The editorial, “The Cost of Drugs,” which was 
published in the February GP, has been read with 
interest by our staff. It is gratifying to us that you 
have considered it important to bring this timely dis- 
cussion of drugs and the pharmaceutical industry to 
your many readers. 

ROBERT J. BENFORD, M.D. 

Director of Medicul Relations 
Pharmaceutical Manufacturers Association 
Washington, D.C. 


Ephebiatrics Emphasis 


Dear Sirs: 

It is noteworthy to see more articles bearing upon 
the care of the teenager. 

I really feel that ephebiatrics is more important 
than geriatrics. Ephebos meaning “old enough for 
military service” implies that to a great extent, the 
future of the country is in the hands of the “youth.” 
With all due respect, the octogenarians have already 
done their good—or harm. 

Many times, I have pointed out that the “first” 
change of life is much more important than the usual 
“second” change. We should keep in mind that the 
teenager may be going through just as much glandular 
reaction as is the “excused” menopausal mother. 

G. H. HOERNER, M.D. 
York, Pa. 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners 
will have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


AUGUST 


*16: Memphis (Tennessee) chapter, course on athletic 
injuries, Medical-Surgical Building, Memphis. (1 hr.) 
*18: Tom Moore (Tennessee) chapter, course on surgical 
treatment of more common noncardiac congenital 
anomalies and the hiatal hernia problem, Cookeville, 
Tenn. (2 hrs.) 

18-20: Reno Surgical Society, annual scientific assembly, 
Mapes Hotel, Reno, Nev. (8 hrs.) 

24-25: Alabama chapter, annual scientific meeting, 
Semmes Hotel, Mobile, Ala. 

24-27: Sixth International Congress of Internal Medicine, 
Basle, Switzerland. 


SEPTEMBER 


"1-6: University of Colorado, course in pediatrics, Estes 
Park, Colo. (30 hrs.) 

7-10: Southwestern Ohio Society of General Physicians, 
course in heart disease with emphasis on newer diag- 
hostic techniques, Mont Reid Classroom, General Hos- 
pital, Cincinnati, Ohio. (20 hrs.) 

9: Nebraska chapter, annual meeting, Cornhusker 
Hotel, Lincoln. (9 hrs.) 

9-11: Seminars in Hypnosis Foundation, seminar on hyp- 
nosis, Sheraton-Cadillac Hotel, Detroit, Mich. (20 hrs.) 

"12: Harris County (Texas) chapter and University of Texas, 
course on cervical disease and whiplash injuries, Jesse 
Jones Library Building, Houston. (1 hr.) 

13-15: American Cancer Society and the National Cancer 
Institute, fourth National Cancer Conference, University 
of Minnesota, Minneapolis. (21 hrs.) 

14: New Jersey chapter, course on symptomatology of 
conversion phenomena and depressive reaction case 
demonstration, The Carrier Clinic, Belle Mead. (3 hrs.) 

14-15: South Carolina chapter, 25th annua! Piedmont 

Postgraduate Clinical Assembly, Clemson House, Clem- 

son, S. C. (10 hrs.) 
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On the Calendar 


*14-15: Ohio chapter, annual meeting, Veterans Memorial 
Building, Columbus. (12 hrs.) 

15-22: World Medical Association, 14th General Assembly, 
Berlin, Germany. 

*17: Pennsylvania Heart Association, annual meeting, 
Bedford Springs Hotel, Bedford, Pa. (3 hrs.) 

*18-20: Alabama chapter, medical progress assembly, 
Tutwiler Hotel, Birmingham. (12 hrs.) 

18-20: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

18-20: Iowa chapter, annual meeting, Savery Hotel, Des 
Moines. 

*20: Richmond (Virginia) chapter, functional diseases, 
Virginia chapter headquarters building, Richmond. (1 
hr.) 

*20: Lima and Allen County chapters Ohio Academy of 
Medicine, course on hepatic disease, medical and surgi- 
cal aspects, Shawnee Country Club, Lima. (1 hr.) 

*21: New Jersey chapter, course on whiplash injuries and 
the psychiatric implications and ambulatory schizo- 
phrenic, The Carrier Clinic, Belle Mead. (3 hrs.) 

*23: Louisiana chapter and Louisiana chapter of the 
American Academy of Pediatrics, pediatrics symposium, 
Roosevelt Hotel, New Orleans. (5 hrs.) 

*23: American Academy of General Practice and University 
of Kansas, annual symposium on infectious diseases, 
Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

23-25: Inter-Society Cytology Council, annual scientific 
meeting, Palmer House, Chicago. 

24: Massachusetts chapter, annual meeting, Statler Hilton 
Hotel, Boston. 


CONTINUED ON PAGE 213 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 17-20, 1961: Miami Beach Auditorium, 
Miami Beach, Fla. 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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“greater 
relief. for. 
hay fever 


Novahistine® works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


One dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains 25 mg. phenylephrine 
HCl and 4 mg. chlorprophenpyridamine maleate. 
Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Allied Laboratori ianapolis 6, Indiana 


Novahistine Lone. 
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Sen. John F. Kennedy 
Taking Care of 16 Million 


SIXTEEN MILLION VOTERS can spell the difference 
between victory and defeat and both Presidential 
candidates are aware of this. From Washington 

and from campaign headquarters have come frequent 
outbursts of plans designed to woo this particular group 
—the nation’s citizens aged 65 and over. 

Senator Kennedy, leaving no stone unturned, 

has chosen to back two plans. His own program 
approximates the Forand bill but eliminates 

surgical benefits. The second proposal (which the 
candidate cosponsors) is the McNamara bill. 

Plan No. 2, also a variation of the Forand bill, 

would cost $1.1 billion the first year, hit a level of $1.5 
billion the second. This would be paid for by boosting 
social security taxes, plus federal public assistance 
grants to the states of another $132 million. 

It would pay 80 per cent of the costs of a 90-day 
hospital stay and provide 180 days’ nursing home care 
(subtracting two days for each day spent 

in the hospital). For nursing care at home, 

the senator endorses 240 days’ coverage (less two 

and two-thirds days for each hospital day). 

Plan 2, like the first Kennedy proposal, doesn’t 

cover surgery but does call for a preventive medicine 
program of outpatient care. It does not include 
payment of doctors’ and dentists’ fees, but envisions 
some fringe benefits, such as a project 

to carry food to home-care patients. 

The health plank of the Democratic platform 

(“To provide health protection to older persons 
through the contributory system of the social security 
system and appropriate funds for medical benefits 

to the aged who are not covered by social security’’) 
adds up to the same thing—a super highway 

from Vote Bait (pop., 16 million) to Socialized 
Medicine (pop., 180 million). 
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Acute asthmatic attacks were termi- 
nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 


As shown by pulmonary function 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


15min, 30min.| 49 patients.®,® 


Improved cough efficiency as shown in a 


Bronchodilator action of oral 
ELIXOPHYLLIN’ 


As shown by clinical observations : 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.1.34 


fests: 


subcutaneous epinephrine.5 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


? Vital capacity increase of 30.6% in 30 
minutes—average of 69 patients.1,5,® 

Pod Maximum breathing capacity increase of 
25.7% in 30 minutes—average of 


patient with bronchial asthma 


following Elixophyllin dosage of 75 cc.:* 


i 
Peak 
flow rate ane 
(lit./ ‘sec.) +4 
: 
Corer 
a Before After 30 min. After 60 min. 
2.24 2.93 3.20 


| Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 


a and to 0.805 after 60 minutes. 


a In a series of 25 patients receiving a single dose of 60 or 75 cc. Elixophyllin, 


on maximal cough.? 


DOSAGE: For acute attacks, a single dose 
of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


For chronic symptoms, doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


absorption (alcohol 20% ). 


et al.: 
St. M. J. 21: 205, 1957. 
Ann. 16: 1958. 5. Frank, E.: 
M. 6:338, 1959. - MacLaren, W. R.: 
7. Bickerman, ‘A 
tion, June 1959, 


the efficiency of the cough response was markedly enhanced, with a mean 
increase of 33% in rate of air flow and over 100% in the volume of air expelled 


For the bronchospasm of acute and chronic asthma, 
el nphys emda, an d bronchiti S', Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 
oral theophylline therapy is virtually free from gastric side effects. 


fore retiring) in amounts as follows: for 
adults—45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children— 
doses of 0.3 cc. per Ib. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body weight. 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, — 


15:270, 1957. 2. Schluger, 
Med. 34:28, 3. Kessler, 
Greenbaum, J.: 
Antibiotic 
To be published. 
: Sci. Exh., A.M.A. Conven- 


(Sherman Laboratories 


Detroit 11, Michigan 
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The General Practice Internist 


A LETTER in the May issue of the Westchester 
Medical Bulletin may clear cobwebs from the 
minds of those who think the internist doesn’t 
want to be a family doctor. The dedicated purist 
is a rare bird indeed. 

Dr. Thomas C. Jaleski defines his fellow in- 
ternist as “‘a general practitioner who habitually 
takes the time necessary to study each of his pa- 
tients thoroughly, and who regularly studies and 
keeps abreast of advances in medicine. He usually 
brings more formal training in hospitals to his 
practice, and sees fewer patients than the G. P.” 

This sounds so much like a definition of an 
Academy member that we’re compelled to com- 
ment as follows: 

First, most general practitioners with whom 
we’ve had the pleasure and privilege of working 
take ‘‘the time necessary to study patients thor- 
oughly.” If they don’t, they aren’t even good 
doctors, no matter how they’re classified. 

Second, all Academy members are required to 
complete 150 hours of approved postgraduate 
study every three years. They study regularly 
and keep “‘abreast of advances in medicine.” To 
the best of our knowledge, no internist is re- 
quired, as a condition of professional association 
membership, to do continuing postgraduate 
study. If he cares to, he studies; otherwise he 
doesn’t. 

Dr. Jaleski then says that the internist uswally 
has more hospital training. We know many self- 
styled internists who never went beyond a one- 
year rotating internship. And, if they are board- 
certified, their certificate merely indicates they 
had advanced training in the specialty of internal 
medicine. This does not qualify them as family 
physicians. Many general practitioners, on the 
other hand, have completed general practice 
residencies and thus have advariced training in 
the broad field of family practice. 

The point remains that Dr. Jaleski, a board- 
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certified internist, has defined a family doctor 
and called him an internist. Using his definition, 
an internist is qualified to do surgery, obstetrics 
and gynecology, pediatrics, etc. 

Now tell us again that the internist does not 
want to be a family doctor. 


A Common Sense Concept 


The April 11 issue of Medical Economics, a 
magazine we admire, contains a stimulating 
article by Joseph W. Still, M.D. The article, 
which we commend to GP readers, is entitled 
“‘Let’s Use Common Sense About the Aged!’’. 

After pointing out that the nation’s 16 million 
citizens in the over-age-65 bracket have become 
a political football, Dr. Still takes issue with 
both the American Medical Association and 
Representative Forand. In this era of con- 
troversy, almost everyone is in one camp or the 
other and it’s refreshing to learn that someone 
doesn’t follow either party line. 

The author points out that Forand wants the 
government to care for the aged, the AMA wants 
doctors to go along with lower fees. Neither of 
these answers, he contends, correct the funda- 
mental fault in our socioeconomic structure. 

Dr. Still believes, as do we, that far fewer 
citizens would have health care problems if they 
weren’t hamstrung by the Social Security Act. 
Consider the plight of the breadwinner who is 
forced to retire at 65. If he earns more than $1,200 
a year, Uncle Sam cuts off his social security 
checks. If he doesn’t work at all, he often has to 
eke out the kind of meager existence the monthly 
checks provide. If he’s lucky, he can arrange to 
shave a few dollars off the $1,200-maximum-limit 
and live somewhat less than luxuriously on 
perhaps $315 a month. Only a fortunate few 
can accomplish this feat. © 

Ergo, unless our breadwinner has a flock of 
annuities (producing «unearned income) he’s 
trapped between compulsory retirement and 
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social security income limitations. Small wonder 
that he views health insurance as coverage he 
can’t afford. In Dr. Still’s words, “he’s forced 
into idleness, unproductivity, and poverty ...” 

The good doctor points out, as we have here 
in the past, that the social security program “was 
geared to an era of economic depression” and 
today “robs the elderly worker of all initiative.” 

The answers are obvious. The nation must 
first of all adopt sensible and realistic “‘etire- 
ment” policies. Second, the social security 
program should be set up on an insurance an- 
nuity basis. Each individual, over 60, could 
specify when payments were to start but the 
longer he waited, the larger the payments would 
be. Third, pension rights should be vested in the 
employee—not the employer. This would let 
employees change jobs without sacrificing pen- 
sion rights. They would not be chained to one 
employer. Fourth, we should continue to expand 
voluntary health insurance programs and make 
over-65 coverage available at under-65 rates. 
Government participation, if and when neces- 
sary, should be based on need—not on the auto- 
matic assumption that this need invariably 
exists. (We know one man who uses his social 
security check to pay his bar bill at an exclusive 
country club.) 

This is simply saying again, as we’ve said 
many times before, that the social security pro- 
gram is a bureaucratic monstrosity, woefully in 
need of intelligent examination and revision. 
But for as long as it is being used mainly to 
dangle as vote-bait, no ambitious politician will 
try to clear the muddy waters. 


Every Vote Counts 


THE AMERICAN CITIZEN has a tendency to wave 
the flag, brag about free speech—and then forget 
to vote. In the 1956 presidential election, only 
six out of every ten eligible voters went any- 
where near the polls. 
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To the reader who thinks his one vote isn’t 
important, we commend the following facts: 


In 1944, Senator Taft carried Ohio by less 
than one vote per precinct. 

In 1948, Senator Lyndon Johnson defeated 
his opponent by 87 votes. 

In 1950, Michigan’s Governor Williams won 
by less than one vote for every three precincts. 


We could learn something from other free 
countries. The following table shows the per- 
centages of eligible voters who turned out in 
recent elections abroad: 


West Germany.............. 86 per cent 
Greece and Indonesia......... 85 per cent 


In the 1956 presidential election, only five 
states turned out 75 per cent of the eligible 
voters, 12 turned out less than 50 per cent. 

All in all, it’s a pretty poor record. 


Yours Truly 


IN THE PAST few issues, GP’s “Yours Truly” col- 
umn has often concerned itself with criticisms of 
GP advertising, notation of errors in the articles, 
politics as related to medicine, etc. We are happy 
to have comments of this type continued. How- 
ever, it seems to the medical editor that our 
readers are letting slide by default one very im- 
portant function of “Yours Truly.” This should 
be the place where a doctor who has a new idea 
or wrinkle in any field of medicine should present 
it for his colleagues to discuss. Some unusual re- 
action to a drug, a new slant on diagnosis or even 
a new theory of a disease might be discussed in 
the “Yours Truly” column. 

Recently, the medical editor has returned to 
the submitting authors, several short articles 
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which were not suitable for publication in the 
scientific section, with the suggestion that these 
articles be rewritten in shorter form for ‘Yours 
Truly.” It is hoped that the publication of these 
letters will stimulate other letters, particularly if 
there is some area of disagreement. 


Hospitals’ Governing Boards 


A FREQUENT comment among physicians is that 
hospital administrators are dictating medical 
policy in hospitals. Because of the unique organ- 
izational structure of voluntary nonprofit hos- 
pitals, there is (and will continue to be) mis- 
understanding and conflict on the division of 
responsibility and authority between the medical 
staff and the administrator. 

In its December 1959 bulletin, the Joint Com- 
mission on Accreditation of Hospitals outlined 
the responsibilities of the governing body of a 
hospital desiring accreditation under the Joint 
Commission’s Standards for Hospital Accredita- 
tion. 

“The Standards for Hospital Accreditation state 
that the ‘governing body has the legal and moral 
responsibility for the conduct of the hospital as 
an institution. It is responsible to the patient, the 
community, and the sponsoring organization. Its 
official representative is the chief administrative 
officer of the hospital.’ 

“For the hospital to be accredited, the Com- 
mission requires that the governing body assume 
its responsibilities. For effective performance, it 
should do the following: 

1. Adopt by-laws in accordance with legal re- 

quirements. 

2. Meet at regular stated intervals. 

8. Appoint committees. There should be an 

Executive Committee and others as indicated 

for special purposes. 

4. Establish a formal means of liaison with the 

medical staff, preferably by a Joint Conference 

Committee. 
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5. Appoint members of the medical staff. 
6. Appoint a qualified hospital administrator 
who is the official representative of the govern- 
ing body. The administrator is responsible for 
the conduct of the hospital, and provides 
liaison among the governing body, the medical 
staff, the nursing staff, and other departments 
of the hospital. 

“In the discharge of its duties, the governing 
body must obviously place the responsibility for 
the medical care of the patient primarily upon 
the medical staff. Only physicians can practice 
medicine, however, the governing body is re- 
sponsible for the environment, facilities, and per- 
sonnel necessary for physicians to effectively 
practice medicine in the hospital.- 

“For the welfare and safety of patients, very 
close liaison must exist between the governing 
body and the medical staff. Each group must 
respect the prerogatives of the other, accept fully 
its own responsibilities, and understand each 
other’s problems. This can be accomplished only 
if there is good communication, effective organ- 
ization, and willingness to work together. Power 
politics has no place in the hospital. 

“The governing body appoints the administra- 
tor, formalizes his responsibilities, and delegates 
to him the internal operation of the hospital. It 
holds the administrator accountable for operating 
the hospital in accordance with established pol- 
icies. It formally approves the organization, by- 
laws, rules and regulations of all groups operating 
within the hospital. It receives from all depart- 
ments and groups those reports necessary to 
enable it to properly evaluate the operations of 
the hospital. 

“The Commission recognizes that the ultimate 
authority and responsibility for the conduct of 
the hospital lie in the governing body. To exer- 
cise its authority and carry out its responsibilities 
for the care of patients, it needs the help, counsel 
and active participation of all professional and 
administrative groups in the hospitals.” 
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As indicated, the ultimate responsibility and 
authority for the conduct of the hospital lie in 
the governing body—usually called a board of 
trustees. Its policies are carried out by an admin- 
istrator who has been employed by the board. 
The administrator has delegated responsibility 
and authority to conduct the everyday internal 
operation of the hospital. 

To date it appears that the best method for 
improving liaison between the governing body 
and the medical staff is a joint conference com- 
mittee. Such a liaison committee is recommended 
for accreditation, but to be effective it must meet 
regularly and be properly attended by repre- 
sentatives of both groups. General practitioners 
should strive for representation on the joint con- 
ference committee. Family doctors, as the most 
forwardly placed members of the medical team, 
are well qualified to present valuable information 
concerning medical care in the community and 
to represent patients’ interests, as well as their 
own, in the hospital. As family doctors to the 
majority of the people in a community, the gen- 
eral practitioners can be of great assistance to the 
administrator and the governing body in guiding 
the activities of a hospital toward its objective of 
service to the people. 


Auscultation of the Heart 


THE art of mediate or indirect auscultation of the 
heart by means of the stethoscope dates back to 
the time of the French physician, Laénnec, and 
was described by him in 1819. It is, perhaps, a sad 
criterion of present day medical training, that the 
use of this simple, inexpensive instrument seems 
relegated to a role of secondary importance in 
clinical diagnosis. That this statement is not an 
exaggeration has been recently demonstrated 
only too clearly by the response of physicians to 
whom several common and characteristic mur- 
murs were played back by means of tape record- 
ings. The average number of correct answers to 


this “test” would not be considered a passing 
mark in medical school! 

Some of the auscultatory descriptions of older 
clinicians were very thorough and accurate. 
Potain, for example, in 1866, described splitting 
of the second sound in the pulmonary area, and 
although numerous papers have been published 
on this subject in the past decade, little has been 
added to his original discussion. Likewise, the 
opening snap of the mitral valve, which has only 
recently been revived as an important diagnostic 
criterion of mitral stenosis, was described many 
years ago by the French clinicians. These early 
clinicians did not have the benefit of phono- 
cardiograms, cathode ray oscilloscopes, special 
filtration systems, etc.; they used only a simple 
stethoscope. Without meaning any sarcasm, it is 
probably only fair to admit that they used that 
part of the anatomy which lies between the two 
earpieces of the stethoscope to much better 
advantage than we do today. 

Is the information regarding the heart which 
may be obtained with the stethoscope of suffi- 
cient importance to merit diligent application of 
this means of examination, or should one be con- 
tent to allow auscultation to become a lost art? 
Surely the answer to this is obvious. Not only are 
there cardiac abnormalities which may be 
specifically diagnosed by auscultation alone, but 
quite often the auscultatory findings give quanti- 
tative information as to the severity of the condi- 
tion. We should not miss, for example, the 
rumbling diastolic and presystolic murmur, and 
the opening snap which are diagnostic of mitral 
stenosis, but, more important, we should recog- 
nize that the more closely the snap follows the 
second sound, the more severe is the stenosis. 
Much information can also be gained from the 
second sound in the pulmonary area. Splitting of 
this sound into its two components, and varia- 
tion of the degree of splitting with respiration, 1s 
the normal finding; its absence should arouse 
suspicion. Marked accentuation of the second, or 
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pulmonary, component of this sound almost in- 
variably means either pulmonary hypertension 
or increased pulmonary blood flow, while 
diminished intensity of this component may be 
found in conditions associated with lowered pul- 
monary pressure, such as pulmonary stenosis; 
furthermore, it has been amply shown that there 
is a direct correlation of the severity of pul- 
monary stenosis with the degree of delay and 
diminished intensity of the pulmonary com- 
ponent of the second sound. 

Numerous other examples of the information 
to be gained through auscultation of the heart 
could be cited, but this would only belabor the 
point. Nor are the preceding paragraphs intended 
to decry the more specialized methods of cardiac 
study. It seems only sensible, however, to learn 
to make the most of the simple and readily 
available means of cardiac diagnosis, of which 
auscultation is certainly one, before resorting to 
specialized, expensive and sometimes risky 
methods of study. 


Cancer and Common Sense 


“Isn’t there anything new in cancer, Doctor?” “I 
hear it’s due to a virus and there will be a serum 
for it like polio.” “Before I get it, they’ll have a 
pill.” 

The nation’s bill for cancer chemotherapy 
alone is $50 million a year—which is a chunk of 
money. And this research has been going on in 
increasing amount since nitrogen mustard was 
discovered almost 20 years ago. 

What has been accomplished? Some gain has 
been achieved in acute leukemia in children but 
no cures. A few reports on unusual response in 
occasional solid tumors are also at hand but these 
are almost all in cancers known for their better 
response to x-radiation. 

One of the world authorities on virus research, 
Sir MacFarlane Burnet, believes that the weight 
of experimental and clinical epidemiologic evi- 
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dence indicates that viruses are most unlikely to 
play any important part in human cancer and 
that cancer more probably is the result of a so- 
matic mutation. 

“The approach is an unpopular one,” agrees 
Burnet, “since mutations are irreversible and 
there is no presently conceivable way in which 
the process can be prevented. Curative approach- 
es must be indirect and largely empirical. Medical 
science, however, is growing up, and it is time 
that we stopped fostering the naive expectation 
of the public that genetic anomalies, cancer, aging 
. .. and death itself will all eventually be over- 
come as surely as we can deal with pneumococcal 
pneumonia or malaria.” 

There is much good to be expected from cancer 
research including such superlative palliation as 
hormonal therapy and improved x-ray tech- 
niques but the diseases called cancer remain 
fundamentally incurable. 

It is not entirely discouraging but perhaps we 
should heed the advice of Burnet that “there will 
always be much that we can do as doctors, but we 
must base our expectations upon facts and leave a 
belief in miracles to others.” 


Uncle Wilfred 


UNCLE WILFRED contends that magazines, like 
people, places and puppies, should have names 
that are easy to remember (he’s especially fond of 
GP). He was even pleased when the American 
Review of Tuberculosis and Pulmonary Diseases 
changed its name to the American Review of 
Respiratory Diseases. It wasn’t much of an im- 
provement but it was a step in the right direction. 

But Uncle Wilfred also believes that brevity 
can be carried to a ridiculous extreme. It is there- 
fore with mixed emotions that he welcomes a new 
quarterly publication to the field of medical 
journalism. Published by the British Medical 
Association, it is entitled, simply and succinctly: 
Gut. What next? A new journal for proctologists? 
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Diagrammatic Drawings of Intermediary Metabolism 


(FOR THE SAKE OF CLARITY SOME STEPS HAVE BEEN OMITTED.) 
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Hypercholesterolemia and Dietary Vegetable Oils 


WALTER L. EVANS, m.p., WILLIAM B. RAWLS, m.D., CHARLES MISTRETTA, .D., 


FRANK D’ALESSANDRO, m.p., DIONISIO CALOZA, M.D. AND ELIAS TAWIL, M.D. 


St. Clare’s Hospital 
New York, New York 


It is well established now that polyunsaturated 
vegetable oils in the diet can lower 

blood cholesterol. Unsaturated fats such as 

corn oil and safflower oil when ingested 

will elevate the blood sugar more than 

saturated fats such as butter. This fact suggests 
a “resetting of the hepatic cholesterol control”’ 
by an effect on the carbohydrate 

(Krebs) cycle in the liver. 


DURING the past four years there has been in- 
creasing interest in the polyunsaturated fats and 
their role in serum cholesterol reduction. Clinical 
investigators all over the world have confirmed 
Kinsell’s observation that the polyunsaturated 
fats, when substituted isocalorically for the satu- 
rated fats, will substantially reduce the serum 
cholesterol and phospholipid content. Prior to 
this, only weight reduction and the drastic cur- 
tailment of fat intake had proved effective in the 
dietary reduction of serum cholesterol. The epi- 
demiologic studies of Keyes, White and others 
have provided strong statistical evidence to sup- 
port the hypothesis that among various ethnic 
and geographic population groups, the average 
level of the serum cholesterol tehds to be lowest 
when the dietary pattern includes a low fat con- 
tent or the use of vegetable oils in place of animal 
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fats. There is also statistical evidence which sug- 
gests that the level of serum cholesterol is, in gen- 
eral, proportional to the incidence of coronary 
heart disease among these global populations. In 
the United States and Great Britain, for example, 
where fat constitutes 40 per cent or more of the 
total caloric intake, the serum cholesterol and the 
incidence of coronary heart disease are among the 
highest on earth. 

When considering the individual patient, how- 
ever, the level of the serum cholesterol has been 
found to be of limited value in assessing the like- 
lihood of future overt coronary disease, unless the 
level is very high as in the case of idiopathic fam- 
ilial hypercholesterolemia. Rawls and coworkers 
have pointed out, however, that no single choles- 
terol determination is valid, and that the serum 
cholesterol level may vary widely in a single per- 
son from week to week. It is necessary to deter- 
mine the serum cholesterol serially over several 
weeks or months to establish a normal range 
for each patient. Age, sex, diet, somatotype, 
heredity, occupation, and perhaps certain types 
of psychophysiologic stress have seemed to be the 
other most likely prognostic factors in predicting 
coronary atherosclerosis. The burgeoning inci- 
dence of this disease among young adult males in 
this country and in Great Britain during the past 
two decades has focused attention upon the pos- 
sibility that some metabolic derangement may be 
the “final common biochemical pathway,” what- 
ever the secondary etiologic factors may be. 
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Hypercholesterolemia 
and Dietary Vegetable Oils 


Study of Effects of Polyunsaturated Fats 


Our present study, however, is concerned only 
with determining, if possible, why the serum 
cholesterol is reduced when the polyunsaturated 
fats are substituted for saturated fats. Seligson 
proposed in 1956 that impaired oxidation within 
the Krebs cycle in the liver may have far-reaching 
importance in hypercholesterolemia and athero- 
sclerosis. A brief diagrammatic representation of 
the present concept of the metabolic handling of 
carbohydrate, protein and fat is summarized in 
Figure 1, which also includes, according to our 
theory, the proposed point of entry of a poly- 
unsaturated fatty acid which may be in the form 
of a moiety of linoleic acid. From the diagram one 
can also see that the blood glucose may enter the 
liver as glycogen or glucose 6-Po, and by glycolysis 
is converted into pyruvic acid, which in turn may 
be converted into acetyl coenzyme A or oxalo- 
acetic acid, but the majority is converted into 
acetyl coenzyme A. The saturated fatty acids are 
also converted into acetyl coenzyme A which, if 
not burned, may be converted into cholesterol. A 
molecule of acetyl contains two atoms of carbon 
and requires oxaloacetic acid for oxidation. Our 
theory proposes that the polyunsaturated fatty 
acids may enter the Krebs cycle as succinic acid, 
thus increase the oxaloacetic acid or “furnace”’ 
and thereby oxidize more acetyl, the building 
block of cholesterol, and thus prevent or reduce 
the formation of cholesterol. R 

The exact pattern of hepatic degradation of the 
polyunsaturated fatty acids has not been fully 
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investigated, but in the following paragraph our 
reasons are presented for thinking that there may 
be a difference in the way saturated and poly- 
unsaturated fatty acids are dismantled. 

If Knoop’s theory of stepwise beta oxidation of 
fatty acids is accepted, it can be seen that an 
acetyl group is detached at the point where a 
double bond has just been formed. This would 
seem to imply that the liver may attack the dou- 
ble bond linkage most readily and may, there- 
fore, tend to split linoleic, linolenic and arachi- 
donic acids first at their double bonds. There is 
experimental evidence that linoleic acid is con- 
verted to arachidonic acid with facility as pic- 
tured in Figure 2. 

We would like to suggest a working hypothesis, 
embodying the concept that the polyunsaturated 
fatty acids are split first at their double bonds. If 
this theory is true, linoleic acid would yield two 
odd-numbered carbon fragments and one even- 
numbered carbon fragment, while arachidonic 
acid would yield four odd-numbered fragments 
and one even-numbered. Each odd-numbered 
fragment would then be expected to yield one 
molecule of propionic acid, either directly or after 
beta oxidation has removed all but the last three 
carbons (propionic acid, CH; CH, COOH). Pro- 
pionic acid is known to be carboxylated to suc- 
cinic acid and may enter the Krebs cycle as such. 
Since succinic acid is a substrate of the Krebs 
cycle and a precursor of oxaloacetic acid, it adds 
to the power of the “furnace” and might possibly 
elevate blood sugar slightly. We have attempted 
to test our hypothesis by determining the effect 

of orally administered 
linoleic acid on blood 


sugar. 
MATERIALS AND METHODS 


Fifteen hospitalized 
patients free of any 
metabolic disorder or 
acute illness were studied. 
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Hypercholesterolemia 
and Dietary Vegetable Oils 


The fasting blood sugar was determined, and 90 
Gm. of butter administered, and the blood sugar 
repeated at two-, four- and six-hour intervals. 
Three days later, the fasting blood sugar was 
again determined and 90 Gm. of a polyunsatu- 
rated fat administered, 12 patients receiving corn 
oil and three receiving safflower oil; and blood 
sugar determinations were repeated at two-, 
four- and six-hour intervals. 


RESULTS 


Figures 3 and 4 show the comparative effects of 
corn oil and butter upon the blood glucose, and 
Figures 5 and 6 show the comparative effects of 
safflower oil and butter. Table 1 gives the results 
obtained in all 15 patients. The average rise in the 


TABLE 1. 


Blood Glucose in mg. Per Cent Fasting and Following 
the Ingestion of Saturated and Polyunsaturated Fats 


blood glucose following the ingestion of 90 Gm. of 
butter was 4.7 mg. per cent, whereas in the 12 
patients receiving 90 Gm. of ccorn oil, it was 25.3 
mg., and in the three patients receiving 90 Gm. 
of safflower oil it was 27.3 mg. per cent. Although 
there was an increase in the blood glucose in 
some patients after the 90 Gm. of butter, this 
increase was greater in every instance with the 
corn and safflower oil, and the difference in the 
average rise was more than five times as great 
with the polyunsaturated fatty acids (corn and 
safflower oil) as with the saturated fatty acids 
(butter) and this, we believe, is statistically sig- 
nificant. The slight blood glucose rise noted in 
some patients after the 90 Gm. of butter may be 
due to entry of the glycerol moiety into the gly- 
colytic pathway. The 
maximum blood sugar 
level tended to occur 
at the second to fourth 
hour. 


Hours after 90 Gm. of Corn 


Discussion 


Hours after 90 Gm. of Butter or Safflower Oil . 
C The observation that 
1. 110 114 114 112 106 125 125 122 fats tend to elevate 
2, 102 100 105 106 100 106 120 113 blood sugar slightly ap- 
3. 110 115 115 113 100 108 110 109 pears to provide indi- 
4. 110 96 91 85 102 105 114 105 rect evidence that a 
5. 108 117 118 100 110 125 114 107 moiety of these enter 
6. 101 110 107 105 105 125 121 115 the Krebs cycle at a 
7. 121 122 122 119 122 146 point beyond where the 
8. 94 94 106 65 82 95 acetyloxaloacetic acid 
9. 100 108 104 100 94 100 135 138 coupling has occurred. 
10. 88 92 94 90 100 113 More definitive proof 
11. 85 100 102 101 82 100 129 140 would require the use 
12. 75 17 75 80 109 129 of tracer doses of sat- 
18.* 86 89 86 75 103 103 100 urated and polyunsat- 
14,* 92 94 94 94 118 113 urated fatty acids with 
15.* 85 105 96 95 100 130 124 102 tagged carboxy] groups, 


*Received 90 Gm. of safflower oil 
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measuring the recovery 
rates of labeled carbon 
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in blood glucose. Fredrickson and Gordon, using 
Sodium Cy, labeled fatty acids in tracer doses, 
found that with polyunsaturated linoleic acid, 
about one-half of the carbon could be recovered 
as expired CO, as compared to saturated palmitic 
acid. Thisexperimental finding is compatible with 
the hypothesis that linoleic acid increases Krebs 
cycle substrate concentration and thereby may 
increase the amount'‘of available glycogen and 
blood glucose. 

A saturated fatty acid, however, providing 
only “‘coal,’”’ would be expected to yield its tagged 
carbon more promptly as expired CO». In the 
light of the above evidence, it seems reasonable to 
us to theorize that, when polyunsaturated fats 
are substituted isocalorically for saturated fats, 
the hepatic cholesterol ‘“thermostat”’ is reset over 
a period of several weeks by a continuous attri- 
tion of the acetyl pool. It also seems reasonable 
to assume that all of the hypercholesterolemic 
states except those due to blockage of the biliary 
system might arise ultimately from a high ace- 
tyloxaloacetic acid ratio in the liver. It has long 
been thought that in diabetes, blood glucose is 
less able to enter the liver and the “furnace”’ (ox- 
aloacetic acid) becomes inefficient in burning the 
excess of “coal’’ (acetyl) derived from fat. 

In myxedema the impaired thyroid function 
slows down the oxygen consumption, thereby re- 
ducing Krebs cycle activity so that an excess 
acetyl may be allowed to accumulate. In the case 
of nephrosis, where large amounts of albumin are 
lost daily in the urine, the cholesterol level is 
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quite high, just as it is in dogs subjected to 
plasmapheresis. The replacement of this lost 
albumin requires an intensive amination of he- 
patic oxaloacetic acid and other Krebs cycle sub- 
strates, leaving the “furnace” weakened. In 
familial or idiopathic hypercholesterolemia, we 
believe there may be some kind of enzymatic 
blockade in the formation of fumaric and ace- 
tyloxaloacetic acids from pyruvic acid. Though 
the initiating factor is different in each of the 
above conditions, we believe with Seligson that 
the common denominator in all may conceivably 
be a high hepatic acetyloxaloacetic acid ratio, the 
excess acetyl being diverted into cholesterol syn- 
thesis. 

We have potentially an ideal arrangement in 
controlling the serum cholesterol pharmacologic- 
ally, since the serum cholesterol ‘‘thermostat”’ 
appears to reside in a single organ, the liver, and 
since all of the nonlipid compounds absorbed by 
the intestine must pass through the liver. We 
reasoned, therefore, if a preparation could be 
found that would increase the activity of the 
Krebs cycle in the liver, the hepatic acetyl pool 
might effectively be reduced, thereby slowing 
cholesterol synthesis. Such a study is now in 


progress. 


Whether a reduction in serum cholesterol will 
halt or reverse coronary atherosclerosis is still 
unknown and probably will not be known until a 
reliable means of controlling serum cholesterol 
has been made available and used on a large 
number of patients for several years. 


WILLIAM B. RAWLS, M.D., associate clinical professor of medicine, New 
York Medical College, is attending physician at New York City’s Polyclinic 
and St. Clare’s hospitals. In addition, he is professor of medicine (arthritis) 
at the Polyclinic Medical School. A graduate of Emory University School 
of Medicine, Dr. Rawls’ internship at Grady Memorial Hospital, Atlanta, 
was followed by a two-year residency at Charity Hospital, Shreveport, La.; 
a year at Cleveland’s St. Luke’s Hospital, and six months each at Recon- 
struction and Polyclinic hospitals, New York. He is a diplomate of the Amer- 
ican Board of Internal Medicine. 
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Neonatal narcotic addiction is a challenge to the 
medical profession. Maternal drug dosage is 
directly correlated with the severity of the symp- 
toms in the infant. 


Neonatal Narcotic Addiction 


ANNABELLE VINCOW, ™.D. 


AND ALVIN HACKEL, M.D. 


Department of Pediatrics j 

New York University School of Medicine 

and Children’s Medical Service, Bellevue Hospital 
New York, New York 


THE PROBLEM of neonatal narcotic addiction, 
although not a new one, has become more promi- 
nent in recent years. An increasing number of 
adolescent and young adult pregnant addicts 
have been encountered. The care of their ad- 
dicted newborns is a challenge to the medical 
profession. Since 1956, 27 infants have been de- 
livered at Bellevue Hospital of narcotic addicted 
women ; 12 of these cases occurred between Janu- 
ary and September, 1959. In one collected series 
of untreated cases, a mortality of 93 per cent was 
reported (Goodfriend). Early detection and treat- 
ment of this syndrome has resulted in a marked 
decrease in the mortality. In published reports 
of this syndrome, the mortality rate in treated 
infants ranges from 0 to 25 per cent. 

Neonatal addiction to morphine and its deriva- 
tives begins many months prior to parturition. 
Opiates have been shown to cross the placental 
barrier with ease. The supply of narcotic to the 
infant is abruptly terminated at birth, and the 
latent period prior to onset of withdrawal symp- 
toms begins. 


The Phenomena of Addiction 


In adults, addiction to opiates involves the 
following phenomena: habituation—psychic de- 
pendency on the drug; tolerance—the quantity of 
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drug required to produce a particular effect 
steadily increases; dependence—continual use of 
the drug produces a biologic need for the opiates. 
In newborn infants, obviously, only the last two 
factors are operative. 

The physiology of the withdrawal syndrome is 
obscure. The autonomic and central nervous sys- 
tems are depressed by the opiates. The individual 
who continually uses opiates develops a compen- 
satory reaction against this depression, so that 
the functions of the nervous systems tend to re- 
turn to normal, thus preserving an apparent phy- 
siologic equilibrium. When opiates are then with- 
held from the addicted individual, the reactive 
mechanism continues to operate and produces 
overactivity of the nervous systems, resulting in 
the clinical picture of the withdrawal syndrome. 


Development of Withdrawal Syndrome 


The development of the withdrawal syndrome 
in the newborn infant depends on several factors: 

1. “True addiction” must be present in the 
mother, who must not be just an occasional user 
of drugs. Addiction requires several months of 
regular usage. Heroin is the narcotic most fre- 
quently employed by addicts, who usually ad- 
minister it to themselves by unsterile syringe and 
needle. A careful physical examination of the 
pregnant narcotic addict will often reveal stig- 
mata of the chronic drug user. The pupils may be 
constricted. Needle puncture marks, scars, 
thromboses and ulcerations can easily be seen 
over the superficial veins of the extremities, par- 
ticularly the hands and forearms. A high index of 
suspicion and a quick glance at the arms will 
often lead to the diagnosis of narcotic addiction. 

2. Maternal drug dosage has been directly cor- 
related with the severity of the withdrawal syn- 
drome in the infant. Only mild symptoms are 
observed in the infant when the mother’s daily 
heroin intake is less than 0.1 gr. The average 
number of “capsules” used by true addicts is 
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usually three to four, each capsule containing 1 
to 2 gr. of powder. The powder itself is usually 
composed of 5 per cent heroin, 15 per cent qui- 
nine and 80 per cent inert substance. 

3. The interval between the mother’s last dose 
of narcotic and the infant’s delivery may deter- 
mine the length of the latent period prior to the 
onset of withdrawal symptoms in the newborn 
infant. If more than a week elapses between the 
mother’s last dose of opiate and the delivery of 
the infant, neonatal withdrawal symptoms gen- 
erally do not occur. 

Withdrawal symptoms in the neonatal nar- 
cotic addict occur at varying intervals after birth, 
the onset ranging from immediately after birth 
to three to four days later. Usually these symp- 
toms are apparent by the second day of life. Rest- 
lessness, irritability, tremors and a high-pitched 
cry are most frequently observed. The baby’s 
knees, and often his nose and toes become red- 
dened, and finally excoriated, from violent 
squirming while in the prone position. The child 
often appears to be very hungry and sucks fran- 
tically on his hands and fingers. Although he 
seems hungry, he does not take his bottle well. 
Vomiting and diarrhea soon become apparent — 


_and excessive weight loss is noted. Respiratory 


distress, with increased mucus production and 
intermittent cyanosis, may be present. Fever, 
which is otherwise unexplained, has also been ob- 
served. In severe cases, the symptoms progress 
to convulsions and death. 


Treatment of Neonatal Addiction 


Appropriate therapy will, in the majority of 
cases, alleviate the above symptoms. Several 
drugs have been employed in the treatment of 
neonatal narcotic addiction. Paregoric, pheno- 
barbital, chlorpromazine (Thorazine®) and meth- 
adone (Dolophine®) are all in current use. There 
is a wide difference of opinion as to their relative 
efficacy. 
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Neonatal Narcotic Addiction — 


PAREGORIC 


Of the four drugs used, paregoric (tincture of 
camphorated opium) has had the longest thera- 
peutic history for treatment of neonatal narcotic 
addiction. This drug acts as a substitute for the 
addicting narcotic. The infant is placed on a full 
therapeutic dose, approximately 5 drops every 
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Early detection of addiction in the pregnant woman offers the 
doctor a better chance to save the baby’s life. Some of the things 
he should look for are needle puncture marks, scars and ulcera- 
tions over the superficial veins of the hands and forearms. 
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three to four hours. The amount required is 
measured by the termination of withdrawal 
symptoms, particulary diarrhea, vomiting and 
hyperirritability. Overdosage will cause lethargy 
and obstipation. The length of time necessary for 
stabilization of the baby on the full therapeutic 
dose prior to beginning the tapering is still under 
investigation. It is suggested that the therapeutic 
dose be continued for one to two weeks prior to 
beginning the tapering. The dose should be re- 
duced very slowly. Reappearance of withdrawal 
symptoms may occur during this period. If such 
occurs, the amount of paregoric used should be 
increased to a level which will control the symp- 
toms. 


PHENOBARBITAL 


Phenobarbital has been used both in combina- 
tion with paregoric and alone in the treatment of 
neonatal narcotic addiction. Hyperirritability 
can be controlled by the use of this barbiturate; 
however, in more serious cases diarrhea and 
vomiting have progressed when this has been 
used alone. The physician also must be aware of 
the occasional paradoxic excitatory effect of this 
drug. The starting dose, when phenobarbital! is 
used alone, is 4 mg. every four to six hours. A 
schedule similar to that of paregoric is recom- 
mended in respect to duration of therapy and 
gradual reduction of the drug. 


CHLORPROMAZINE 


Chlorpromazine, one of the more recent drugs 
to be used in the treatment of this syndrome, is 


particularly effective because of its tranquilizing 


and antiemetic actions. The starting dose is ap- 
proximately 0.7 mg. every six hours. The medi- 
cation should be given intramuscularly until the 
child can take it orally without difficulty. Dosage 
should be regulated as required to control symp- 
toms. A three-to-four-week period is usually nec- 
essary prior to tapering. During the tapering 
period, withdrawal symptoms may reappear as 
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with the other medications, necessitating an in- 
crease in the dosage. 


METHADONE 


Methadone has been widely used in the sub- 
stitution therapy of the withdrawal syndrome 
of adult addicts. The withdrawal symptoms 
associated with this narcotic are less severe than 
those of other opiates used by addicts. Clinical 
trials of this drug in the treatment of addicted 
infants have not been extensive, although one 
series of cases of addicted infants in which this 
drug was used yielded promising results. A start- 
ing dose of 0.5 mg. every four to six hours in the 
full-term infant, followed by slow tapering, is 
recommended. The duration of therapy with 
methadone is still under investigation. Mild with- 
drawal symptoms during tapering are to be ex- 
pected. 

It should be noted that the above dosage 
schedules are for full-term infants. An appro- 
priate adjustment, based on weight, is necessary 
in the treatment of the premature infant. 


ADJUVANT THERAPY 


Adjuvant therapy is of the utmost importance. 
Hospitalization is strongly recommended in all 
cases. Moist oxygen and frequent nasopharyn- 
geal suctioning may be required for respiratory 
distress. In the presence of vomiting and/or 
diarrhea, an adequate caloric and fluid intake 
must be maintained. Feeding by the nasogastric 
or the intravenous route may be necessary. A 
20-calorie-per-ounce milk formula, offered ad 
libitum, is recommended in an attempt to satisfy 
the increased metabolic requirement of the 
addicted infant. 


Summary 


In summary, the problem of neonatal narcotic 
addiction is of importance to the medical pro- 
fession. The presence of this syndrome can be 
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Withdrawal symptoms are usually apparent by the second 
day of the baby’s life. The baby is frequently restless, squirms 
violently and sucks frantically on his hands and fingers. The 
symptoms may progress to convulsions and death. 


suspected before delivery and established in the 
early neonatal period. A significant mortality is 
associated with untreated cases. Four modes of 
drug therapy are discussed, any of which will be 
of benefit in mild cases. The most appropriate 
therapy in severe cases is yet to be established. 
Further investigation is being undertaken in an 
attempt to solve this problem. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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The Air Conditioner as a Vector in Avian Mite Dermatitis 


A. S. GENEST, M.D. 


Emory University Hospital 
Atlanta, Georgia 


Three members in a family were 

infested with avian mite dermatitis 

through an air conditioner. 

A wren’s nest infested with mites was found 
in proximity to the air conditioner intake. 


REDI in the seventeenth century was apparently 
the first to describe avian mites when he observed 
Dermanyssus gallinae or the common chicken 
mite. By 1934, 98 different varieties of mites had 
been described. The Acarina or mites belong to 
the Class Arachnoidea, which in turn is a sub- 
division of the Phylum Arthropoda. The Arach- 
noids include the spiders and ticks as well and are 
differentiated by the absence of antennae, the 
presence of a cephalothorax and abdomen only, 
and four pairs of legs. Under the microscope mites 
are noted to have their head directly hinged to 
the body. They are equipped with two mandi- 
bles, two jointed pedipalps, and have a median 
hypostome. They may have two eyes and always 
have four pairs of six-jointed legs. Figure 1 gives 
some idea of their body outline and relative size. 

Avian mites, as their name implies, usually 
reside on feathered animals such as chickens. 
Different varieties tend to inhabit the feathers, 
the feather roots or even the legs of fowl. They 
are usually transmitted to man by handling the 
birds themselves or their products (i.e., feathers). 
Pet canaries have been reported as carriers as 
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have pigeons, swallows, warblers and several 
common birds. 


Three Cases of Infestation 


Recently several reports have been published 
of transmission of avian mites through air condi- 
tioners. As this is a rather unusual vector but one 
which may become more common in the future, 
the following three cases may be of interest: 

Late one evening in June of this year a young 
couple were awakened by the onset of severe, 
generalized pruritus. No rash was noted nor were 
any lice seen. Immediate showering gave relief 
and the couple again retired. They were aroused 
early the next morning with even more severe 
pruritus. Examination at that time revealed a 
fine, generalized, papular rash most marked over 
the abdomen, back, thighs and upper arms. The 
papules were 2 mm. in diameter, faint pink, and 
were not spread in linear fashion by scratching as 
in poison ivy or poison oak. Closer scrutiny re- 
vealed myriads of tiny, wingless creatures, 
grayish-transparent in color, soft and easily 
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crushed, and having a body length of a little less 
than 144 mm. They were barely visible to the 
naked eye, and were invisible from a range of 2 ft. 
or more. Several were captured and later identi- 
fied under the microscope as avian mites, prob- 
ably Ornithonyssus sylviarum or the Northern 
Fowl mite. 

Showering again relieved the pruritus but the 
rash remained for 24 hours. On searching for the 
source of entry of the mites, a bird nest was found 
directly under an air conditioner installed in the 
bedroom window. It had just recently been 
deserted by a family of wrens and their new brood. 
The nest released clouds of the mites when it was 
shaken. One of the chicks was found in a flower- 
bed underneath and appeared near death. It was 
covered with the mites. Interestingly enough, a 
close neighbor of the couple had a chicken coop 
not 200 yd. away from the window. Examination 
of the chickens failed to reveal any of the mites. 

Within two hours of arising the couple had 
carried the mites into an adjoining room and had 
infested their 2-month-old son who also de- 
veloped a similar rash. Bathing relieved the in- 
fant’s irritability and his rash disappeared within 
four hours. 

The nest and sick wren were removed and the 
air conditioner and home thoroughly decon- 
taminated. Other than irritability and pruritus, 
no symptoms of the infestation were noted. The 
rash did not recur and the pruritus also dis- 
appeared permanently. 


Two Cases from the Literature 


Two other cases with similar transmission of 
mites through air conditioners are abstracted 
from the literature: 

McGinniss reported a case: of avian mite 
dermatitis in 1959 in a young female who re- 
ported onset at night with severe pruritis and a 
papulovesicular eruption over the chest and 
axillas. Showering relieved the pruritus. An air 
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conditioner in the laboratory where she worked 
was found to have several bird nests in its air 
intake, which were infested with Northern Fowl 
mites. No recurrence of symptoms occurred after 
removal of the nests and decontamination of the 
air conditioner. 

Cahn and Shechter, in 1958, reported a similar 
case in a middle-aged female who complained of 
pruritus, a papular rash and black spots on her 
skin. Many modes of therapy were tried but 
without success. 

The patient’s symptoms were thought to be 
psychosomatic until a tiny crawling object was 
seen on her skin and identified as an avian mite. 
The black spots were the excreta of the organisms. 
Further examination revealed several infested 
bird nests in an air conditioner attached to her 
bedroom window. This woman’s husband, while 
exposed to the same source, failed to develop any 
symptoms from the mites. 


Di 


All five cases discussed show a remarkably 
identical pattern. In all, an air conditioner was 
present containing bird nests infested with the 
mites. All patients noted onset of symptoms at 
night, all were relieved by bathing and all de- 
veloped a rash which disappeared soon after the 
source of mites was removed. 

Cases of avian mite dermatitis lasting several 
years prior to diagnosis have been reported by 
Sulzberger. The rash may be vesicular, papular or 
urticarial with local or generalized distribution. 
Contrary to the scabies mite, the bird mite does 
not create burrows. In people who bathe several 
times each day the rash may be quite minimal. In 
any case, it seems that in cases of dermatitis 
presenting difficulty in diagnosis a brief question 
as to the patient’s proximity to a window air 
conditioner might be very revealing. The pruritus 
is due both to the bite and to the excreta of the 
organism. 
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The Air Conditioner 
as a Vector 
in Avian Mite Dermatitis 


Eradication of Mites 


Treatment is directed mainly at eradication of 
the source. As the foregoing cases point out, 
window air conditioners, pet birds or other con- 
tact with fowl should be suspect. Window ledges 
can be painted with commercial preparations 
especially designed to discourage avian home- 
steaders. Air intakes on air conditioners, and 
especially the warm, dry ledges below the units, 
should be screened to prevent birds from nesting. 

Powdered sulfur has been recommended for use 
in poultry houses. Once infestation has occurred, 
removal of the nests is mandatory. Air condi- 
tioners can be safely demited with a 10 per cent 
solution of DDT or the common aerosol bomb. 
The aerosol bomb is also safe to use indoors. As 
for human decontamination, a simple shower 


with soap and water is all that is necessary. For 
severe cases a petrolatum ointment with 1 per 
cent phenolized camphor has been recommended. 

Detailed information on control of avian mites 
may be obtained from a leaflet distributed by the 
United States Department of Agriculture. 

Although mites are known to transmit the 
causative organisms of typhus, plague and 
tularemia, as well as others, the avian mite 
apparently has only been implicated in Eastern 
and Western equine encephalomyelitis and 
possibly St. Louis encephalitis transmission, the 
mosquito and tick being the more commonly 
known carriers. As a rule the avian mite need not 
be suspected of carrying serious disease. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Operation ICBL (Interpreting Children’s Basic Limitations) 


CLARE A. ROBINSON WE ARE LIVING in a time when progress in our 
of methods of communication makes headline news, 
The Cleveland Clinic Foundation and our attention is frequently drawn to dramatic 
and The Frank E. Bunts Educational Institute new developments in the mechanical and techno- 
Cleveland, Ohio logical world of rockets and missiles. Less often 


do we hear about the vital necessity of better 
communication and understanding on the human 
level. Operation ICBL—Interpreting Children’s 
Basic Limitations, is a strategic execution which 
is as important to our cultural health and welfare 
as the latest ICBM (Intercontinental Ballistic 
Missile) or the most recent surgical technique. 
There is a fertile field for improvement in the 
area of communication and conversation between 
parents and professional persons. Some physicians 
believe that once a diagnosis has been made, they 
have no further responsibility in supporting the 
patient’s or his parents’ emotional reactions. How- 
ever, many physicians are able to communicate 
to their patients a sincere and intrinsic concern 
for human welfare. Operation ICBL is one such 
communicative, supportive exercise that requires 
the best strategy of which professional persons 


are capable. 

Impact of the Diagnosis 
When the physician first recognizes It is important in dealing with what is now 
that the child he is treating is mentally retarded regarded as a problem with limited realistic 
he should proceed with caution. hope for improvement, that we comprehend fully 


the parent’s role and reaction to this circumstance 


Not only must there be guidance by a trained of mental retardation. It is perhaps an exaggera- 


psychologist and special schooling for the child, tion, but nonetheless pertinent, to cite a theoretic 
but parents and siblings must be taught to accept case in which the parent takes his (her) child to 
the situation and make adjustments accordingly. the doctor for an examination, and hardly before 
The degrees of mental retardation the doctor is within the portals of the examining 

7 F room, the diagnosis of mental retardation is made, 
must be determined accurately so that the child along with the prognosis of a hopeless future in 
can be properly handled. which the need for custodial care for the remainder 
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Operation ICBL 
(Interpreting Children’s 
Basic Limitations) 


of the child’s life is an unquestioned reality. The 
conversation is concluded before it is started, and 
the door is figuratively slammed on the parent 
who stands outside in the hallway, shrouded in his 
depressions, fears, guilty feelings and resentments. 

Perchance, after the passage of many months, 
the parent may wend his way down the corridor 
to the office of the psychiatrist, but by this time 
the unhealthy attitudes have burrowed deeply 
into the personality making them much more 
inaccessible to ventilation. To prevent this from 
happening, it is evident that the professional per- 
sons involved should make a concerted effort to 
offer appropriate counseling from the beginning in 
the cases of mental retardation. 


Reaction of Siblings 


Operation ICBL needs our careful considera- 
tion, not only from the standpoint of the parent’s 
growth in emotional acceptance and understand- 
ing of his child’s permanent disability, but from 


A doctor should begin Operation ICBL just as soon as he is 
convinced that the child is mentally retarded. He should be very 
careful in disclosing this information to the parents. 
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the effect that the lack of acceptance and under- 
standing may have upon the other children in the 
household. Unresolved feelings of guilt may pro- 
duce a fanatical parent whose preoccupation in 
life is to “educate” the retarded child through 
endless hours of stimulation. In so doing, the other 
children, whose development is normal, do not 
receive their share of time and attention, and 
thereby they resent the handicapped child and 
feel rejected by the parents. It is necessary to 
consider the entire family unit in establishing 
the goals of counseling the parents. 


When to Begin Operation ICBL 


Operation ICBL should begin when the physi- 
cian has the first, well-founded impression that 
mental retardation does exist in the child. The 
first inklings should be imparted to the parents 
most cautiously and are perhaps best handled by 
referring to the baby’s slow development, rather 
than by the immediate introduction of the term 
“mental retardation.” The diagnosis of mongolism 
is, of course, frequently made in infancy, but the 
definite predictions of the child’s future perform- 
ance could wisely be reserved for a later time. 
Our experience has been that there are so many 
mongolian variants, carrying with them a corres- 
pondingly varying number of prognoses regarding 
intellect, that it is much safer to avoid reference 
to the baby as a “‘mongolian idiot’’ until one is 
perfectly certain that the baby will attain no 
higher than an idiot’s functioning level. From the 
follow-up of several of our cases of mongoloid 
children, we have noted that in rare instances 
these children may maintain performance as high 
as a dull normal level, thereby being acceptable 
in regular public school classes. There are greater 
numbers who fall within the moron classification 
of intelligence, still placing them within the edu- 
cable group, but requiring special training. These 
levels of functioning are far above those of the 
typical mongolian idiot, and they do suggest that 
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we should revise our concepts of limitation in 
thinking about prognosis within this diagnostic 
classification. 


Role of the Psychologist 


The psychologist’s assistance may be of real 
value even during the child’s infancy when there 
is a suspicion of mental retardation. The psy- 
chologist’s contribution in this regard is not lim- 
ited to testing, since we are all aware that infant 
testing is suggestive but not conclusive in terms 
of prediction. The real contribution that the psy- 
chologist may make in this situation is to give the 
parents an opportunity to verbalize some of their 
feelings about retardation to a different profes- 
sional person. Often parents do not utter a word 
on the topic of retardation or any of its implica- 
tions, even between themselves and much less to 
anyone else, from one visit with the physician to 
the next. These are parents for whom an oppor- 
tunity to discuss various aspects of the problem is 
of great importance, because they are seemingly 
denying to each other, and to themselves per- 
haps as well, that retardation does exist. The 
personal adjustment of the parent in his own 
life looms as an important basis for the manner 
in which he reacts to the presence of a retarded 
child. 

Thus, the psychologist may assist the parents 
to better acceptance of the fact of retardation in 
their child and, in addition, may enable them to 
view their total life experience somewhat more 
positively. 


Counseling Techniques 


In counseling techniques, where the goal is that 
of altering present attitudes, the method of direct 
education is one of the basic approaches. This 
method is effective only when the parent is al- 
ready motivated to desire factual information, 
and is interested in acquiring facts whether or 
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Doctors should give emotional support to the parents of a 
mentally retarded child. Too often, the doctor’s door is slammed 
on the parents ... to get relief from the depressing reality of 
the diagnosis, the parents may later on seek the help of a 
psychiatrist. 


not they threaten him personally. When the par- 
ent is offered information that is adverse to his 
emotionally determined attitudes, he may reject 
the information readily, and just as readily reject 
the clinician who is giving him the details. This 
happens in instances where the diagnosis of men- 
tal retardation is openly and perhaps prematurely 
given. This will frequently signal the start of a 
medical shopping spree in which the parents run 
from one physician to another searching for some- 
one who will tell them what they want to hear, 
that whatever seeming slowness there may be, 
the child will “snap out of it’”’ someday and will 
be completely normal in his mental development. 
This type of wild goose chase is the source of 
increased anxiety and greatly decreased financial 
reserve. 


es 


Operation ICBL 
(Interpreting Children’s 
Basic Limitations) 


In guiding parents on any problem, whether it is 
in the acceptance of mental retardation or of any 
other handicap, it is essential that the clinician 
recognize the parental limits, and not go beyond 
the parents’ capacity for acceptance. The gradual 
introduction of concepts and the reinforcement of 
accepted ones is a necessary but time consuming 
affair. By being aware of the parent’s initial level 
of understanding and by adopting a sympathetic, 
rather than an adversely critical attitude toward 
him, the clinician may build up a relationship of 
confidence and trust that will support the parent 
as he struggles to assimilate the subtler and graver 
elements of the interpretation. In this regard the 
family doctor has the advantages since he is well 


Some parents become fanatically preoccupied with trying to 
educate and help their mentally retarded child. Other normal 
children sometimes are neglected—naturally they feel resentful 
and slighted. 
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aware of the parent’s typical manner of reacting 
to crises, and can probably predict, quite accu- 
rately, the extent to which retardation will be 
accepted, denied or will stimulate excessive feel- 
ings of guilt and anxiety in a particular parent. 

It is evident that when the parent’s emotional 
needs are adequately filled, he is much more open 
to acceptance of the child’s handicaps and prob- 
lems. Some parents of mentally retarded children 
are able to accept and handle admirably the inter- 
pretation, even to the acceptance of institutional 
placement for the child. These parents are inevit- 
ably the healthy, well-adjusted personalities who 
have a variety of interests and outlets, together 
with a sound basic faith in the meaning and 
purpose of life. Yet, perhaps, most often we find 
a mother who has a miserable and unhappy mar- 
riage, few friends and an only child who is re- 
tarded. Because the child is the sole outlet for her 
affections, the mother virtually dedicates her 
existence to his overindulgence. The hope of 
bringing about a radical change in attitude in 
such a situation is a discouraging prospect for 
counseling. 


Need for Institutionalization 


The recommendation for institutional place- 
ment can be made only after careful analysis of 
the parent’s own reactions and the effect of the 
child in the home situation. It is a known fact 
that the institutions today are seriously over- 
crowded and that there are some family situa- 
tions in which the retarded child can be satis- 
factorily integrated. Thus, it seems needless to 
suggest placement until it becomes evident that 
the child is seriously disrupting the family sta- 
bility. When parents can be realistic in handling 
the retarded child at home, it is possible that the 
lesson in sympathy and understanding which it 
offers to the rest of the family is a far more dy- 
namic one than could ever be taught in any other 
way. 
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Attitude of the Public 


Gradually, communities are becoming better 
informed about mental retardation, so that it is no 
longer regarded as such a scourge, although we are 
all aware that this education of the public attitude 
has yet a long way to go. School systems are 
awakening to the need for better accommodation 
of these children who are educable, and are gradu- 
ally establishing further refinements in their group 
classifications. For those children who are train- 
able rather than educable, state and community 
facilities are frequently made available. And for 
those retarded persons who assume personal re- 
sponsibility to the limit of their capacity, industry 
is in some localities becoming enlightened as to 
the contribution that these people may make in 
the routine tasks which others find far too monot- 
onous. Naturally, automationis, insome instances, 
eliminating some of these job opportunities, but 
enterprising communities are attempting to re- 
place these with a semisheltered type of employ- 
ment. 

All of these levels of service to the mentally 
retarded are significantly benefited by the keenly 
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Wooster, Ohio, and received a Master of Science degree in psychology from 
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four years at College of Wooster as an instructor in psychology. Since 1953, 
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Clinic, Cleveland, Ohio. Her present interest is in the general behavior prob- 
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member of the American Psychological Association and a consulting psy- 
chologist for the United Cerebral Palsy Association. 


discerning support from medical persons. Opera- 
tion ICBL does have its greatest relevance in 
communication with parents; however, the 
broader aspects of community interpretation are 
also an integral aspect of this proposal. 


Conclusions 


It is impossible to lay down any specific rules 
that might be utilized in interpreting the concepts 
of mental retardation, but in the adoption of pa- 
tience and an attitude of quiet concern one must 
certainly become sensitive to feelings and atti- 
tudes of parents. Counseling in any area still must 
be regarded as an art rather than a scientific pur- 
suit, and depends for its success.to a great extent 
upon the personality of the clinician. Those who 
emanate warmth in their manner are inevitably 
clinicians for whom the establishment of good 
rapport with parents is possible. 

The success of Operation ICBL would seem to 
depend upon the continuing, satisfying relation- 
ship of the parents of the handicapped child 
with the family doctor, together with the auxiliary 
help of the psychologist and the psychiatrist as 
the need is indicated. 


Lupus Factor 


HOLMAN speculates on the possibility that cells 
of different somatic or genetic composition exist 
in patients with systemic lupus erythematosus 
(SLE) and these react against: other cells or cell 
products with which they normally would be 
compatible. : 

Holman cites both animal tissue transfer 
experiments and human chromosomal studies as 
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recent evidence of some relevance to this genetic 
autoimmune theory of the disease. The rela- 
tives, often asymptomatic, of patients with clas- 
sic SLE may have the rheumatoid-globulin factor 
in their serum. This suggests, according to Hol- 
man, a familial predisposition to an abnormal 
immune response which, in some instances, may 
manifest itself as rheumatoid arthritis, some- 
times as SLE, and sometimes as serologic re- 
actions without clinical symptoms. (Am. J. Med., 
27:525, 1959.) 
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HERE’S A HELPFUL HINT... 


About Treating Simple Sinusitis 


IF SINUSES are opaque to translumination, adequate 
drainage is necessary. The following instructions and 
accompanying illustration will insure adequate drain- 
age. First, the patient’should be given a 30-cc. bottle 
of 0.1 per cent tetrahydrozoline hydrochloride (Ty- 
zine®). Then he should be instructed to lie on his 
back with his head tilted toward the floor as shown 
in the accompanying illustration. Three drops of Ty- 
zine should be placed in each nostril and this position 
should be maintained for 30 seconds—this gives the 
drops time to reach the opening of the frontal and 
ethmoid sinuses and insures reduction of swelling 
and promotion of adequate drainage. At the end of 
30 seconds he should lift his head into the horizontal 
position for a few seconds and then sit up slowly. (If 
this is performed quickly syncope will occur.) Used in 
this manner, a 30-cc. bottle of Tyzine will last about 
21 days. This procedure should be followed four times 
a day. No adjunctive measures are necessary unless 
there is an accompanying osteomyelitis. If this occurs 
a nasal culture should be performed to find the ap- 
propriate antibiotic and parenzyme to be given in 
addition to Tyzine. 
— CHRISTOPHER M. G. BUTTERY, M.D. 
Rocky Mount, Va. 


FIGURES 1A AND 1B. Barium pouch of the distal 
esophagus extending posteriorly and to the right 
representing an epiphrenic pulsion diverticulum. 
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Epiphrenic Diverticula 
of the Esophagus 


SOL KATZ, M.D. 
Associate Medical Editor, GP 


DIVERTICULA of the lower part of the esophagus 
(epiphrenic diverticula) are either of the pulsion 
or traction variety. The true epiphrenic diverticu- 
lum is the pulsion or pressure type and although 
its pathogenesis and etiology is not completely 
understood several hypotheses have been sug- 
gested. The muscular layer may be congenitally 
weak, weakened by a localized esophagitis or by 
destructive degenerative changes of the muscle. 
Pressure from within the lumen on the weakened 
portion of the esophagus causes the diverticulum. 
The intraluminal pressure may be increased by 
narrowing of the lower portion of the esophagus 
or autonomic imbalance with resulting cardio- 
spasm. 

Pulsion diverticula contain all layers of the 
esophagus but the muscle is thinned out so that 
the wall of the sac is essentially mucosa, submu- 
cosa, muscularis mucosae and an outer fibrous 
layer. Many patients with pulsion epiphrenic 
diverticula have associated lesions such as hiatal 
hernia, diffuse esophageal spasm, cardiospasm 
and eventration of the left leaflet of the dia- 
phragm. 

Epiphrenic pulsion diverticulum often causes 
no symptoms. In some cases symptoms may be 
due to the concomitant esophageal lesions while 
in others there are clinical manifestations directly 
related to the diverticulum. Symptoms associated 
with the diverticulum consist of dysphagia, pain 
on swallowing, pain in the lower chest or epi- 
gastrium and regurgitation. Regurgitation may 
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occur only when lying down or with a change in 
position from one side to the other. Other com- 
plaints include cough due to aspiration of re- 
gurgitated esophageal contents, gurgling noise in 
the lower substernal region on swallowing and 
change in position, bad breath and rarely, re- 
gurgitation of blood. Usually, severity of symp- 
toms is related to the size of the diverticulum but 
in some cases small diverticula are accompanied 
by the greatest symptoms, especially when 
contents of the sac are not adequately emptied. 

The diagnosis of esophageal pulsion diverticu- 
lum is established by roentgenographic studies. 
The sac is situated on the right side more com- 
monly, 10 cm. or less above the hiatus of the dia- 
phragm. Barium enters the diverticulum readily 
and réveals a globular sac with a readily discern- 
ible neck or stalk of variable length and width. 
The larger sacs are dependent and compress the 
esophagus. Multiple diverticula are noted at 
times. The lesion may be seen on a routine chest 
roentgenogram as a sharply demarcated round 
shadow with or without a fluid level usually pro- 
jecting to the right just above the diaphragm. 
The shadow may be mottled due to its frothy 
contents caused by the presence of food and air 
in the sac. The associated lesions of the esophagus 
and diaphragm are also demonstrated. 

Esophagoscopy confirms the diagnosis and de- 
termines the complicating factors such as esopha- 
gitis, spasm and diaphragmatic hernia. 

Traction diverticula, as the name indicates, are 
due to traction on the wall of the esophagus by a 
surrounding inflammatory process. They contain 
all the layers of the esophagus including a well- 
developed outer muscular coat. The sac is flat 
and has no true stalk. It is not dependent, does 
not compress the esophagus and is rarely asso- 
ciated with symptoms directly related to the di- 
verticulum. 

Medical therapy is advisable for all patients 
except those with severe uncontrollable symp- 
toms. 
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The Surgical Treatment 


of Segmental 
Uleerative Colitis 


LEROY H. STAHLGREN, M.D. 
AND L. KRAEER FERGUSON, M.D. 


University of Pennsylvania 
Graduate School of Medicine 
Philadelphia, Pennsylvania 


Segmental ulcerative colitis falls into four groups: 
(1) right-sided colitis, (2) left-sided colitis, 
(3) patchy colitis and (4) diffuse colitis 

with a normal rectum or a rectum 

with minimal disease. The term “‘segmental”’ 
is used to include all patients 

in whom the colon is not totally diseased. 
All operations performed included resection 
of the diseased colon. Permanent ileostomy 
can be avoided, or delayed, 

in the majority of cases without 

increasing the operative risk. 
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TO MANY PHYSICIANS, the surgical treatment of 
ulcerative colitis invariably means ileostomy. 
While ileostomy is indicated for the majority of 
patients with ordinary ulcerative colitis, there is a 
large group of patients who may be spared an 
ileostomy and the inconvenience of an ileostomy 
bag. These patients have segmental ulcerative 
colitis and may be treated by partial colon resec- 
tion and internal anastomosis. 


Four Groups of Ulcerative Colitis 


Patients with segmental ulcerative colitis may 
be placed into four groups, depending on the 
location of the disease: 


GROUP 1. 


Right-sided colitis; this is also called entero- 
colitis or ileocolitis (Figures 1 and 2). The disease 
begins in, and predominantly affects, the right 
colon and extends distally. There may or may 
not be involvement of the terminal ileum. Most 
surgeons favor resection and anastomosis for pa- 
tients who need an operation. However, Brooke 


FIGURE 1. Right-sided ulcerative colitis showing normal termi- 
nal ileum with abrupt line of demarcation. Ileosigmoidostomy 
was performed. 
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believes that enterocolitis should not be treated 
surgically. In his experience, resection and anas- 
tomosis have been followed by a high mortality 
(44 per cent). 


GROUP 2. 


Left-sided colitis (Figure 3). This probably is 
ordinary ulcerative colitis which has begun in the 
rectum as usual, but has not yet extended to the 
cecum. Garlock advises against resection and 
colostomy in these cases, because in his ex- 
perience the right colon has eventually become 
involved and an ileostomy has been necessary. 
On the other hand, Warren and Cattell recom- 
mend resection of the diseased colon with colos- 
tomy because they believe that in a few patients 
the colostomy may prove to be permanent. 


GROUP 3. 


Patchy colitis (Figure 4). Most physicians be- 
lieve that segmental resection and anastomosis is 
the treatment of choice. These are the cases 
which are often confused with carcinoma or 
diverticulitis. 


FIGURE 2. Involvement of terminal ileum and cecum. 
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GROUP 4. 


A. Diffuse colitis with a normal rectum (Figure 
5). Many surgeons attempt to save the rectum if 
it is not diseased, either by establishing a tem- 
porary ileostomy or by doing a primary anas- 
tomosis after the colon resection. 

B. Diffuse colitis with minimal rectal disease. 
Most American surgeons do not attempt an 
anastomosis until all evidence of rectal inflamma- 
tion has disappeared. Other surgeons, including 
Ayelett, often establish an anastomosis between 
the ileum and the rectum in the face of rectal 
disease. 

The term segmental colitis has been used to 
include all patients in whom the colon is not to- 
tally diseased. While this definition may be some- 
what controversial, we believe that all those 
groups are manifestations of the same disease, 
except that they occur in different locations in 
the colon. 

The common denominator in these various 
types of colitis may prove to be a similar 
pathogenesis. 


becomes involved following left colectomy and colostomy. Note 
demarcation at ileocecal valve. At left is the colostomy. Ileos- 
tomy was performed at the last operation. 
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a FIGURE 3. Disease involving the right colon which eventually ¥ 


The Surgical Treatment 
of Segmental 
Ulcerative Colitis 


Results 


The following is a review of our experiences 
with 46 patients with segmental disease in whom 
the rectum was normal and with two other pa- 
tients whose rectal disease was minimal. A total 
of 136 patients were operated on for ulcerative 
colitis. The segment of colon involved in each 
patient is listed in Table 1. Note that the diffuse 
group represents two-thirds of the total. 

A summary of the type of operations performed 
in the segmental group is given in Table 2. All 
operations included the resection of the diseased 
colon. A brief description of our results with each 
of the various groups follows: 


RIGHT-SIDED COLITIS 


There were six patients in this group. Four 
have been followed and all are well. Two have 
had recurrences which have been successfully re- 
resected (Table 3). 


LEFT-SIDED COLITIS 


Of the 19 patients (or approximately 15 per 
cent of the series), 18 were followed. Eleven (or 


61 per cent) now have ileostomies due to exten- 
sion of disease to the right colon. The average 
interval before recurrence was four years. Seven 
patients have remained free of recurrence for an 
average of ten years; the longest period has been 
22 years. 

In other words, colostomy has been permanent 
in only four out of every ten patients. However, 
the delay before recurrence in the remainder of 
the patients has been quite long. While the 
majority of left colitis will extend to the remain- 
ing colon even after left colectomy, we believe 
that the possibility of avoiding or at least delay- 
ing ileostomy and the inconvenience of an ileos- 
tomy bag is worth the added risk of another 
operation (Table 4). 


PATCHY COLITIS 


Among seven patients who had short patches 
or segments of colon resected, only one recurred. 
The one failure was a young woman with co- 
existing regional ileitis and ulcerative colitis who 
was a poor risk for resection and anastomosis. 
This group represents approximately 5 per cent 
of the total series (Table 5). 


FIGURE 4. Ulcerative colitis involving a short segment of colon. 
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FIGURE 5. Colitis involving all but the sigmoid colon and 
rectum. An ileosigmoidostomy was done after resection of the 
diseased colon. 
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TABLE 1. 


Location of Colitis in 136 Patients 
Operated upon for Ulcerative Colitis 


TABLE 2. 
Operations Performed 
for Segmental Ulcerative Colitis 


Number 
Oper Pat 
Diffuse but rectum spared. ........... 14 
Subtotal colectomy and proximal colostomy .... 19 
Diffuse with minimal reversible rectal involvement . 2 : 
‘ 88 Subtotal colectomy and ileostomy, and secondary 
Diffuse take down of ileostomy and ileocolostomy .... 7 
Total 136 
Total 48 
TABLE 3. TABLE 4. 
Results of Resection and Anastomosis Results of Resection and Colostomy 
for Right-Sided Colitis for Left-Sided Colitis 
Number Number 
of Patients of Patients 
Partial colectomy, ileocolostomy Partial colectomy and colostomy 
RESULTS 
RESULTS 
Recurrence Recurrence 
1, Successful re-resection .......... 2 Ileostomy required ............. 11 
2. Ileostomy required ............ 0 1 
TABLE 5. ss TABLE 6. 


Results of Resection and Anastomosis 
for Patchy Colitis 


Number 
of Patients 
Partial colectomy, colocolostomy 
RESULTS 
Recurrence 
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Summary of Results of Resection 

and Anastomosis (Primary or Secondary) 
for Patients with Diffuse Colitis with 
Normal or Minimally Diseased Rectum 


Number 
of Patients 
1. Partial colectomy, ileosigmoidostomy ... 9 
2. Partial colectomy, ileostomy, secondary 
ileosigmoidostomy .......... 7 
RESULTS 
Recurrence 
1. Permanent ileostomy required ....... 2 
2. Successful re-resection .......4... 2 
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The Surgical Treatment 


of Segmental 
Ulcerative Colitis 


DIFFUSE COLITIS 


These patients had extensive disease, but a 
normal or only minimally diseased rectum. Nine 
had resection and primary anastomosis, while 
seven had temporary ileostomy with secondary 
anastomosis. There were two failures in the latter 
group due to recurrence of inflammation in the 
rectum. The patients who were treated by tem- 
porary ileostomy were either poor risks or had 
questionable rectal disease. They were reanas- 
tomosed when all evidence of rectal inflammation 
had subsided (Table 6). 


Conclusions 


1. Our experiences with 48 patients with seg- 
mental colitis have convinced us that permanent 
ileostomy can be avoided or delayed in the 
majority of patients. This can be done without 
increasing the operative risk. There was no 
operative mortality in this series of 48 patients 
who had a total of 76 definitive operations. 

2. Resection of the diseased colon and primary 
anastomosis is advised in patients with segmental 
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colitis of the following types: right-sided, patchy 
and diffuse, if the rectum is normal. We have had 
failures in only 10 per cent of these patients in our 
series. 

3. A temporary ileostomy and colectomy with 
secondary anastomosis is recommended in poor- 
risk patients or in those in whom there is ques- 
tionable rectal involvement. Ordinary ulcerative 
colitis is treated by total colectomy and perma- 
nent ileostomy. 

4. Patients who have left-sided colitis should 
have a colostomy and resection of the diseased 
colon. 

Sixty-one per cent of our patients suffered a 
recurrence in the remaining colon and now have 
a permanent ileostomy. While this is a high rate 
of recurrence, ileostomy was delayed in all and 
has been avoided so far in a significant group. 

5. Permanent ileostomy is not always necessary 
in the surgical treatment of segmental ulcerative 
colitis. It has been avoided in 69 per cent of our 
patients. Follow-up ranges from one to 22 years. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Severe Anemia 
with Symptoms Simulating 
Advanced Heart Disease 


DAVID A. ZACKSON, M.D. 


Bronx Veterans Administration Hospital 
New York, New York 


Severe anemia can produce typical cardiac 
symptoms including dyspnea, angina and edema. 
In chronic anemia, compensation 

by more rapid circulation and improved 

oxygen utilization occurs. When these auxiliary 
mechanisms break down, edema, dyspnea, 
palpitation and angina may occur as well as 
cardiac murmurs and abnormalities 

in the electrocardiogram 

and increased cardiac size. 


DYSPNEA, edema of the lower extremities and 
cardiac murmurs are classical indicators of a 
diseased heart. These same signs and symptoms, 
however, can be produced by chronic anemia and 
may lead to confusion with cardiac disease. This 
is well illustrated by the following case: 

Case Report. A 51-year-old warehouse laborer 
noted the onset of fatigue, vertigo and palpita- 
tions three months prior to hospital admission. 
Shortly after the initial symptoms, an intermit- 
tent substernal oppression appeared, made 
worse by exercise and relieved by rest. Two weeks 
prior to admission, onset of dyspnea and lower 
extremity edema was observed, together with 
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exacerbation of all previous symptoms. At this 
time the diagnosis of arteriosclerotic heart dis- 
ease with congestive heart failure was made, and 
treatment was instituted with digitalis, diuretics 
and bed rest. On admission to the hospital, this 
therapy was discontinued when for the first time 
it was discovered that the patient had a severe 
anemia with a hemoglobin of 2.5 Gm. per cent. 

Physical examination at this time revealed a 
parchment-pale white male, comfortable when 
resting, but dyspneic with minimal exertion. 
Blood pressure was 140/60, pulse 110 per minute, 
temperature 100°F., respirations 16 per minute. 
Funduscopic examination revealed multiple pin- 
point hemorrhages. The neck veins were dilated 
but did not fill from below. Auscultation of the 
chest was negative and the patient could lie flat 
with no discomfort. 

Examination of the heart revealed powerful 
apical impulses in the fifth intercostal space 2 
em. beyond the midclavicular line. M, was of a 
snapping quality and much louder than Mo». P2 
was prominent and widely split. A loud, high- 
pitched systolic murmur without radiation was 
heard at the third left interspace followed by a 
soft low-pitched, blowing diastolic murmur im- 
mediately after the second sound, and extending 
half way through diastole. With changes in posi- 
tion, a presystolic component was noted over the 
same area, but little change in the character of 
any other murmur occurred. All peripheral pulses 
were of a full, bounding nature, and revealed a 
“pistol-shot” sound when auscultated. Two plus 
pitting edema of the lower extremities was noted, 
and although markedly pallid, the limbs radiated 
heat to the examining hand. 

Remaining physical and neurologic findings 
were within normal limits. An x-ray of the chest 
on admission revealed general cardiac enlarge- 
ment of mild degree. 

An electrocardiogram showed occasional uni- 
focal premature ventricular contractions and 
increased voltage. Venous pressure was 120 mm. 
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of water with an arm-to-tongue circulation time 
of eight seconds. 

Hematologic examination disclosed a hemo- 
globin of 2.5 Gm. per cent, hematocrit of 8 mm. 
and a red blood count of 1.8 million cells per cc. 
Stool guaiac was negative; platelet count 15,000; 
Rumpel Leede test negative; white count 300 
cells/cm. Peripheral smear, predominant lympho- 
cytosis with normochromic, normocytic red blood 
cells. Reticulocyte count 0.6 per cent. Bone mar- 
row aspiration and surgical biopsy revealed 
totally acellular contents. Remaining laboratory 
examinations were all within normal limits. 


COURSE IN THE HOSPITAL 


The patient’s primary disease was undoubtedly 
a severe aplastic anemia of probable idiopathic 
variety (only a questionable history of exposure 
to organicsolvents could be elicited). Transfusion 
of packed red cells was instituted immediately 
after admission; bone marrow specimens were 
obtained, auxiliary cardiac therapy being limited 
to intermittent doses of mercurial diuretics and 
salt restriction during the several days required 
to raise the hemoglobin to 10 Gm. per cent. 
Circulation time during this period rose from 
eight to 13 seconds; while the venous pressure 
remained stable. At this point, disappearance of 
all edema, cardiac arrhythmia, murmurs, dyspnea 
and angina was noted. The pulse rate returned 
to 78 beats per minute and blood pressure nar- 
rowed to 135/80. Within three weeks the patient’s 
cardiac silhouette was within normal limits and 
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all retinal hemorrhages had disappeared. Weekly 
blood transfusions are still required, as the pa- 
tient’s hematologic status has shown no improve- 
ment despite intensive hormonal and _ steroid 
therapy. Experimental procedures involving bone 
marrow transfusion after immune mechanism 
suppression are now being investigated. 


Oxygenation in Chronic Anemia 


The basic defect in chronic anemia is a diminu- 
tion in the oxygen conveyor, hemoglobin. In this 
situation, maintenance of tissue oxygenation is 
accomplished via two main compensatory de- 
vices: (1) increased recirculation of the limited 
oxygen conveyance, i.e., a “hyperkinetic circu- 
lation” and (2) improved utilization of available 
oxygen, i.e., an “increased coefficient of extrac- 
tion.”” Examining these two basic mechanisms 
will reveal the origin of all signs and symptoms 
which may simulate primary cardiac disease. 


HYPERKINETIC CIRCULATION 


In chronic anemia several factors combine to 
cause increased cardiac output and circulation 
speed: 

1. Decreased blood viscosity (due to a reduced 

hematocrit). 

2. Normal total blood volume (due to an in- 

creased proportion of plasma). 

3. Decreased peripheral resistance (due to 

retention of acid metabolites and peripheral 
vasodilatation). 


DAVID A. ZACKSON, M.D. received a Bachelor of Science degree from 
Queens College, Flushing, N.Y., in 1953 and was graduated from New York 
University Medical College, New York City, in 1957. Following a one-year 
rotating internship at Grasslands Hospital, Valhalla, N.Y., Dr. Zackson 
joined the staff of Bronx VA Hospital, Bronx, N.Y., for a two-year medical 
residency. After fulfilling his military obligations, the young physician plans 
to practice in Westchester County, N.Y., specializing in internal medicine 
(cardiology). Dr. Zackson’s wife is also a physician, engaged in cardio- 
pulmonary research. 
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Through these mechanisms, a hyperkinetic 
state is accomplished without unduly increased 
myocardial work, and a limited supply of hemo- 
globin can provide increased oxygen transporta- 
tion. Significant increase in circulatory kinetics 
is not observed until the hemoglobin falls to 9 
Gm. per cent, and marked changes do not occur 
until values below 7 Gm. per cent are obtained. 
With more advanced blood loss, the myocardial 
activity engendered by such a compensatory 
device becomes greatly increased. Hypertrophy 
soon ensues, and then cardiac dilatation if local 
anoxia is sufficient. In accordance with Starling’s 
law of optimum fiber length, a point of dimin- 
ished myocardial responsiveness will eventually 
be obtained and dilatation beyond this point will 
result in failure of the circulation with elevated 
venous pressure. 

Clinically, the hyperkinetic state reveals itself 
in varied fashion. While systolic blood pressure 
may vary, diastolic pressure is lowered due to 
increased peripheral runoff. The resultant in- 
creased pulse pressure produces a palpable pulse 
so full and bounding in quality that aortic insuf- 
ficiency may be suspected. Furthermore, capil- 
lary pulsations are frequent and Duroziez type 
to-and-fro murmurs may be auscultated over 
large arteries. 

Palpitation appears as increased stroke volume 
becomes compounded by tachycardia. Func- 
tional murmurs, which may mimic almost any 
form of cardiac pathology, contribute to further 
simulation of organic heart disease. Although 
usually systolic, murmurs of diastolic and pre- 
systolic timing may add to the perplexity. Sys- 
tolic murmurs arise from the turbulence of in- 
creased blood flow characteristic of chronic 
anemia, and from the atrioventricular valvular 
insufficiency of cardiac dilatation. Intensity of 
these systolic murmurs is usually most marked in 
the second to third intercostal space at the left 
sternal border or apex, but radiation to the back 
or aortic area may occur. 
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Diastolic murmurs stem chiefly from insuf- 
ficiency of aortic-pulmonic valvulature secondary 
to ventricular dilatation. Occasionally, anoxic 
and flaccid papillary muscles may cause incom- 
plete opening of the A-V valves, resulting in 
presystolic murmurs similar to those observed in 
mitral stenosis. Loud third and snapping first 
heart sounds may occur, as well as exacerbation 
of truly pathologic but previously existent car- 
diac murmurs. In general the intensity of these 
anemic murmurs is directly proportional to the 
severity of hemoglobin loss. Final differentiation 
therefore between the pathologic and functional 
heart sound awaits complete correction of this 
deficiency. 

When a normal hematocrit is regained, blood 
viscosity increases, plasma volumé subsides, and 
the peripheral vasodilatation of anoxia disap- 
pears. Incident to these physiologic alterations, 
there is noted a renarrowing of pulse pressure, 
and cessation of tachycardia and abnormal hemic 
turbulence. At this point, hemic murmurs may 
quickly terminate and cardiac size revert to 
normal unless irreversible structural damage has 
been incurred. It is seen that premature judg- 
ment as to the pathogenicity of cardiac murmurs 
in severe anemia is imprudent and frequently 
misleading. The situation is very analogous to 
conditions such as fever, exercise, thyrotoxicosis, 
beri-beri, heart disease and pregnancy (i.e., 
placental A-V fistulas) all of which hold in com- 
mon a high cardiac output and diminished peri- 
pheral resistance. 


Oxygenation in More Severe Cases 
MECHANISM OF INCREASED OXYGEN UTILIZATION 


Although sufficient for mild anemia, increased 
cardiac output cannot fully compensate more 
serious degrees of blood loss. To reduce the 
dangerous tachycardia such a situation would 
require, the body resorts to more complete ex- 
traction of oxygen from the existent hemoglobin 
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supplies. Thus 100 cc. of normal blood contains 
15 Gm. of hemoglobin and 19 cc. of chemically 
bound oxygen. Passage of this blood through 
peripheral tissues results in normal uptake by the 
tissues of 5 cc. of oxygen, representing a utiliza- 
tion coefficient of 5/19 or approximately 25 per 
cent. 

In an anemic individual, containing only 6 
Gm. of hemoglobin and therefore 8 cc. of oxygen 
in an identical blood volume, a 25 per cent ex- 
traction would yield only 2 cc. of oxygen for 
peripheral use and necessitate almost tripling the 
cardiac output to maintain the required 5 cc. A-V 
difference. To ameliorate this situation, greater 
percentages of oxygen are extracted per unit 
hemoglobin (i.e., 3 cc. and 4 cc. representing a 
utilization coefficient of 37 to 50 per cent respec- 
tively). Although in itself insufficient to com- 
pletely maintain normal tissue oxygenation, the 
sparing effect such a mechanism has on cardiac 
output is evident. Virtually complete deoxygena- 
tion has been reported from within the hyper- 
trophied heart of an anemic individual suffering 
from valvular heart disease. Through such addi- 
tive compensatory devices, the severely but 
chronically anemic patient may maintain unan- 
ticipated exercise tolerance, while individuals 
with less profound but more acute blood loss may 
be totally restricted. 


SYMPTOMS SIMULATING HEART DISEASE 


Eventually, however, increased oxygen ex- 
traction will of itself produce many signs and 
symptoms simulating primary heart disease. The 
following may be cited: 

Edema. When oxygen saturation within the 
capillary bed drops to between 15 and 25 per 
cent, a condition that often obtains in severe 
chronic anemia, increased membrane permeabil- 
ity to protein occurs, resulting in edema forma- 
tion. Even transient and sporadic drops in local 
oxygen saturation to this level are sufficient to 
initiate this process. In addition, edema due to 
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prolonged venous stasis associated with physical 
inactivity is a not infrequent accompaniment 
of any serious chronic illness. A renal mechanism 
provides the final contribution to the formation 
of edema in the anemic patient. In chronic blood 
loss of severe degree, a redistribution of cardiac 
output occurs with a significant decrease in renal 
fraction and a proportionate increase of blood 
flow to areas of low peripheral resistance (exer- 
cising muscle, etc.). Based upon this primary 
alteration, as yet inadequately explained, intra- 
renal mechanisms result in selectively increased 
reabsorption of sodium in the proximal tubule, 
further enhancing the formation of edema fluid. 
Tubular anoxia may play a significant role in 
altering this membrane permeability to sodium. 
Resultant edema from a combination of the 
above mechanisms may be extensive, pitting and 
perfectly simulate the fluid accumulation of 
severe congestive heart failure. 

Angina Pectoris and Electrocardiographic 
Changes. Most authorities agree that angina 
pectoris will not occur in the “normal heart” 
despite the severity of underlying anemia. As 
coronary atherosclerosis in older age groups is so 
ubiquitous, the heralding of anemia by angina 
pectoris is a not infrequent occurrence. Electro- 
cardiographic alterations, presumably dependent 
upon underlying coronary artery disease, occur 
in approximately 25 per cent of all severely 
anemic individuals. These changes are usually 
nonspecific in nature, involving premature ven- 
tricular contractions, flattening or inversion of 
the T waves, ST segment depression and gener- 
alized low amplitude when anoxia becomes 
severe. Reversion to normal after blood replace- 
ment may be expected if irreversible fibrosis or 
myocardial alteration has not occurred. 

Dyspnea. Although still theoretic, some authors 
indict awareness of respiratory muscle fatigue 
as a major source of dyspnea. Reputedly, this 
situation obtains whenever substantial oxygen 
debt is incurred within exercising muscle. That 
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such a condition occurs both more frequently 
and rapidly amid a setting of anemic anoxia is 
readily appreciated. In addition, the period of 
time (and therefore respiratory muscle effort) 
required to “pay back” any oxygen debt is 
frequently doubled in severe anemia. Additional 
stimuli for hyperventilation may arise from 
anoxia of the medullary respiratory center in 
very severe anemia. Since no defect exists in the 
oxygen saturation of hemoglobin within the 
pulmonary vasculature, such overbreathing is 
not only dyspnea-producing but futile. In general, 
the incidence of incapacitating breathlessness in 
chronic anemia is surprisingly low, though lesser 
degrees of discomfort are not uncommon. When 
present in uncomplicated fashion, the dyspnea 
of anemia may be differentiated from that of 
eardiac disease by the absence of orthopnea and 
the obvious presence of profound blood loss. 
Since at least 4.5 Gm. per cent of unsaturated 
hemoglobin is required to produce visible cya- 
nosis, absence of this important physical sign in 


the presence of severe shortness of breath may 
indicate the severity of the underlying anemia. 


Conclusions 


A case of severe chronic anemia simulating 
congestive heart failure has been presented and 
the underlying physiologic mechanisms reviewed. 
Correct diagnosis in such an instance is readily 
established when the factors of hemoglobin, cir- 
culation time and venous pressure are known. 
When both disease states occur concomitantly, 
caution must be observed, for the hyperkinetic 
compensation of anemia may mask the elevated 
circulation time of failure. The presence of under- 
lying cardiac disease (i.e., rheumatic, arterio- 
sclerotic or nutritional) may almost invariably 
be assumed when such simultaneous occurrence 
is documented. It must be remembered that 
anemia cannot only simulate congestive heart 
failure, but may actually precipitate previously 
latent and asymptomatic heart disease. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the second of twelve from the University of Oregon. 


Liver Function and Primary Liver Disease in Pregnancy 


SUPPORT WITH 
High protein diet 
Vitamin supplement 
Rest 


Parenteral nutrition 
when necessary 


Periodic evaluation of liver function 
after hepatic illness 

Gamma-globulin after exposure 
to hepatitis 


PROTECT FROM 


Unnecessary blood transfusions 
Drugs requiring hepatic processing 
Exposure to hepatitis virus 
General infections 
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Practical Therapeutics 


Liver Function and Primary Liver Disease in Pregnancy 


DANIEL H. LABBY, M.D. 


University of Oregon Medical School 
Portland, Oregon 


IN THE HUMAN the female liver is smaller in size 
than that of the male. It also suffers unique forms 
of hepatitis and cirrhosis and carries unusual 
metabolic burdens during the menstrual cycle 
and pregnancy. Special forms of hepatitis may 
attack postmenopausal women in high incidence 
and be associated with a protracted preicteric 
phase and a course lasting over three months, as 
well as the complications of ascites and edema 
and a mortality rate that has killed, in some 
series, almost two-thirds of afflicted females. 

Previous studies have suggested that the es- 
trogens may play some protective effect in 
guarding the female from hepatitis, but that in 
the immediate postmenopausal period the pro- 
tection is lost and may be replaced by a period of 
heightened vulnerability. Of additional interest 
has been the identification of a special form or 
variant of postnecrotic cirrhosis attacking young 
women ages 10 to 30 with no previous history of 
hepatitis or alcoholism, characterized clinically 
by arthralgias and arthritis, delayed menses and 
amenorrhea, acne, obesity and high blood levels 
of gamma-globulin. Though not well understood, 
all of these syndromes appear unique to the fe- 
male liver and suggest that it may have singular 
vulnerability. 

Besides suffering from special forms of clinical 
liver disease, the female liver is uniquely involved 
during menstrual cycling in the periodic inacti- 
vation of endocrine metabolites that influence 
ovulation and cyclic phasing of the endometrium. 
The metabolic burden of pregnancy can be con- 
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sidered in the same regard. In spite of the tradi- 
tional association of serious hepatic lesions with 
eclampsia, hyperemesis gravidarum and other 
pregnancy toxemias, there remains little con- 
vincing evidence that the course of normal 
pregnancy is marked by serious or threatening 
disturbances in liver function. The large body of 
data presently accumulated fails to record bio- 
chemical, structural or functional evidence that 
the metabolic demand during pregnancy pro- 
duces any detectable alteration in hepatic per- 
formance. i 

It is likely that the rare hepatic complications 
of pregnancy are reasonably considered conse- 
quences rather than prime movers in the patho- 
genesis of the toxemias. There is, in addition, an 
increasing clinical experience suggesting that 
such acute processes as infectious hepatitis are 
less often threatening to mother and child than 
previously believed. 

The contemporary pregnant woman is better 
protected, nutritionally, than the previous gen- 
eration of mothers and more scientifically man- 
aged should she encounter acute liver disease 
during her pregnancy. The past 15 years have 
been especially instructive to the clinician who 
can now apply more precise means for the assess- 
ment and proper care of acute hepatic injury than 
in prior times. 


Liver Function During Normal Pregnancy 
BLOOD FLOW CONSTANT 

It is difficult to obtain evidence that the liver 
suffers during normal pregnancy. Despite the 
changes in blood flow through the abdomen dur- 
ing pregnancy, actual measurements of the effec- 
tive hepatic blood flow show little difference be- 
tween the nonpregnant woman (1,548 ml. per 
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min. per 1.73 m.) and the normally pregnant 
woman (1,554 ml. per min. per 1.73 m.). Liver 
blood flow remains unchanged in spite of the in- 
creased total blood volume of pregnancy. This 
suggests that whatever additional burden preg- 
nancy imposes is managed by a liver that does so 
without an increased unit blood flow. The major 
alterations in abdominal blood flow through the 
abdomen during pregnancy, then, accommodate 
the needs of the gravid uterus, while the liver 
meets the new metabolic load without a measur- 
able change in its flow dynamics. 

From the endocrine standpoint the main- 
tenance of a normal menstrual cycle and fertility 
depend upon intact liver function, since both are 
frequently disturbed during the course of acute 
and chronic liver disease. Each probably depends 
upon periodic hepatic processing of gonadotro- 
phins, estrogens, progesterone and steroid me- 
tabolites. During pregnancy, the appearance of 
vascular spiders and palmar erythema may be 
related to a temporary state of hyperestrogenism. 
They are unrelated to the coexistence of liver dis- 
ease, though both spider angiomata and red 
palms are weil-recognized accompaniments of 
chronic liver disease in the nonpregnant human 
and are occasionally seen as transient clinical 
signs in acute infectious hepatitis. 

From the hepatic standpoint the only signifi- 
cant biochemical alterations in the blood during 
pregnancy are those of the protein fractions and 
the alkaline phosphatase concentration. In gen- 
eral, there is a tendency for alpha 1, alpha 2, 
beta-globulin and fibrinogen to rise progressively 
through pregnancy to the time of delivery. This 
is often accompanied by a slight downward trend 
in serum albumin concentration. At the time of 
delivery these trends are reversed, when the 
values again approach the nonpregnant state: 
the albumin rises and the globulins fall slightly. 
The greatest changes occur during the first tri- 
mester (preimplantation and organogenesis 
phases). The fall in albumin and globulin con- 
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centrations are most apparent during this time, 
though further reductions in these concentrations 
occur through the second and third trimesters 
(growth phase). 

The alkaline phosphatase concentration in ma- 
ternal serum reflects skeletal growth and matura- 
tion of the fetus and mineral storage in the ma- 
ternal organism. Thus, there is a steady increase 
through the nine months of pregnancy. These 
levels fall slightly during the puerperium but ac- 
tually triple the normal nonpregnant value as 
fetal bone and tooth development, calcium ho- 
meostasis and vitamin D nutrition are accel- 
erated. Serum transaminase activities show no 
change in normal pregnancy. Despite these 
changes, the currently popular liver function 
tests, when applied during toxemia, show changes 
of small magnitude and have limited clinical 
meaning. 


PLACENTAL BURDEN 


The formation of a new organ during preg- 
nancy, the placenta, which actually has a growth 
rate more rapid than that of the fetus, suggests 
that there is an extraordinary demand on the 
liver for new protein formation. Since the pla- 
centa is essentially an organ with a nutritional 
function, it must be supplied with protein, carbo- 
hydrate, fats, enzymes, hormones, vitamins and 
minerals. 

Chemical studies have shown the composition 
of the placenta to vary during gestation to ac- 
commodate fetal demands, so that the fat and 
carbohydrate content are reduced in the last 
quarter of pregnancy, though the vitamin con- 
tent progressively increases until just before 
term, when it falls. It has been suggested that 
the transmission of these materials across the 
membrane barrier places the liver in a type of 
axis relationship with the placenta wherein 
metabolites of hepatic origin are transferred di- 
rectly through the placental membranes from 
their source in the liver; amino acids, proteosis 
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and lipid components, as well as vitamin D, 
ascorbic acid, thiamin, riboflavin, vitamin A, 
vitamin By», iron and carotin are also transported 
from their hepatic origin to placenta and fetus. 

The normal liver apparently handles this nu- 
tritional load with no measurable change in blood 
flow in spite of the drain and stress on maternal 
reserves. Further evidence for increased liver 
participation in pregnancy depends on the clini- 
cal observation of vascular spiders, palmar 
erythema and circulating estrogen, which abate 
with the termination of pregnancy. 


Infectious Hepatitis Complicating Pregnancy 


There is little evidence that the incidence of 
infectious hepatitis is increased in pregnancy over 
that in the general population even though the 
sources of hepatitis available to the pregnant 
woman are special and subtle. During the child- 
bearing age, women are frequently in contact 
with the excreta of children, including soiled 
diapers, bed clothes, etc., and may be unwittingly 
exposed. In addition, periodic visits to the doc- 
tor’s office for prenatal care offers exposure to 
random instrumentation and parenteral injec- 
tions during blood testing or injection procedures. 
Any of these operations may transmit the virus 
of homologous serum hepatitis and a malnour- 
ished pregnant woman may be singularly sus- 
ceptible to infectious hepatitis. 

The diagnosis of hepatitis during pregnancy 
imposes no special problems except that of suspi- 
cion. The premonitory signs of hepatitis are fre- 
quently gastrointestinal, and since upper ab- 
dominal distress is a common finding in preg- 
nancy, it may be difficult to appreciate the early 
onset of hepatitis unless jaundice appears early, 
or dark urine or a large, tender-liver and spleen 
is found on physical examination. An elevated 
transaminase reaction in the serum or a positive 
cephalin flocculation test are confirmatory. 

The clinical course of infectious hepatitis dur- 
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ing pregnancy is entirely similar to that in the 
nonpregnant woman and is surprisingly mild in 
many cases. The mortality is probably no greater 
in the pregnant than the nonpregnant, though 
a few small selected series do show high mortal- 
ity when malnutrition is an accompaniment. 
Liver function tests and biopsies of the liver show 
the disease to be no different during pregnancy 
than in the nonpregnant woman. 


TREATMENT 


The treatment program should be highly spec- 
ified. Such patients should be put to bed and if 
unable to take oral feedings during the acute 
phase should be supported with intravenous 
glucose and supplementary vitamins of the B 
group. The special nutritional requirements of 
the fetus as well as the sick mother should be 
accommodated by as elaborate a parenteral pro- 
gram of nutritional alimentation as can be tol- 
erated. High protein, high carbohydrate and 
moderate fat should be favored. No special 
dietary adjuvants have proved helpful as long as 
the diet is qualitatively well balanced and sup- 
plemented with vitamins as noted. 

A minimum number of therapeutic agents 
should probably be used during this period to 
reduce the total hepatic burden. Of special im- 
portance is the avoidance of blood transfusions 
on a vaguely “‘supportive”’ or “‘tonic”’ basis, since 
it is possible to superimpose hepatitis of the 
homologous serum type on an existing infectious 
hepatitis of the epidemic type. The functional 
state of the liver should be measured at weekly 
intervals with special attention to the levels of 
the blood bilirubin, total protein, albumin and 
globulin, prothrombin concentration, thymol tur- 
bidity and cephalin flocculation reaction, and the 
glutamic or pyruvic transaminase content which 
has been found of special value during the acute 
phase. In the posticteric period the bromsulpha- 
lein test should be used with the test dose being 
given on the basis of ideal nonpregnant weight. 
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Ambulation should not be permitted until the 
liver function tests have returned to normal with 
special attention to the transaminase reactions 
and the bromsulphalein test, which should show 
a 45-minute retention of less than 5 per cent. In 
addition, all clinical signs of activity of the hepa- 
titis should have abated. It is rarely advisable to 
terminate pregnancy in the presence of hepatitis 
pursuing an average clinical course. Maternal 
and fetal risk is probably low when average nu- 
tritional protection can be offered and the usual 
precautions exercised. In addition, pregnancy 
termination should be avoided from the mother’s 
standpoint because of the additive effects of 
surgery, hemorrhage, anesthesia, barbiturate 
and morphine and its analogues on a temporarily 
failing liver. Abortion and premature labor occur 
infrequently but the over-all fetal mortality has 
been expressed as high as 15 per cent in one 
series where malnutrition was a feature. Dimin- 
ished prothrombin activity associated with hepa- 
titis may cause profuse post-partum bleeding. 
Therefore, termination of the pregnancy is best 
avoided except in serious cases of hepatic failure. 


EFFECT ON THE FETUS 


The transmission of the hepatitis virus to the 
fetus has not been definitely established. It is 
likely that the virus is transmitted through the 
placenta, but the best studies on children born 
of women who had hepatitis during pregnancy 
reveal that most often the child is born well and 
does not suffer from the interuterine infection. 
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Stokes has shown that cord blood, when given 
to human volunteers, will produce the disease in 
high incidence; but the total number of such 
volunteers is limited. Rare fetal anomaly such as 
hydrocephalus has been reported, but there is no 
positive evidence to incriminate pregnancy hepa- 
titis as a common cause of infantile abnormality. 
Infants born of mothers with hepatitis may show 
no jaundice. It is possible that the fetus is pro- 
tected by the maternal gamma-globulin. Serum 
hepatitis is most certainly transmitted to the 
fetus from the mother, for in this condition the 
maternal gamma-globulin is probably not pro- 
tective. Here, however, the mother may be a 
healthy carrier rather than a casualty. Rare re- 
ports suggest that congenital cirrhosis is possible 
in a child born of a mother with hepatitis. 


SECOND PREGNANCY 


When is it advisable for a woman who has re- 
covered from hepatitis to undertake a second 
pregnancy? 

Convincing information again is not available. 
The studies of Frucht and Metcalfe with a 
limited number of observations indicate that 
previous infectious hepatitis during pregnancy 
may occasionally be related to alteration in liver 
function with a second pregnancy, even though 
there may be normal function tests in the interim. 
In 17 patients who suffered hepatitis during 
pregnancy from one to 18 years before the study, 
two died of the acute disease and 11 were re- 
located and examined. Hepatitis occurred in the 
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third trimester in ten of this group but in the 
first trimester in one. In five patients the serum 
bilirubin was higher than 1 mg. per cent. This 
was the only abnormal finding in three of the 
five patients, but one of these in the second 
month of pregnancy had a spontaneous abortion 
one month later when the serum bilirubin became 
normal. The liver was enlarged in five patients 
and limited studies of liver function showed some 
impairment. Only two of the 11 women in this 
series showed no evidence of liver impairment 
with the tests employed. 

On the basis of other studies, the frequency of 
chronic liver disease in this small series is higher 
than would be expected following infectious 
hepatitis in nonpregnant individuals. These 
findings are in accord with the experience of 
Zondeck and Bromburg who in a slightly larger 
series (29 patients) also found hepatitis more 
frequent during the second half of the preg- 
naney. This suggests that the disease is more fre- 
quent in the later months of gestation, or that 
there is increased susceptibility to hepatitis late 
in pregnancy. The patients of Zondeck and 
Bromburg, however, for the most part were mal- 
nourished and were encountered in an economic- 
ally deprived group. It is apparent that serious 
malnutrition predisposes to hepatitis alone, and 
that vulnerability may be enhanced when preg- 
nancy and malnutrition coexist. These same cases 
show an increased tendency to develop yellow 
atrophy and serious liver dysfunction. 

A reasonable, though arbitrary, period of time 
(minimum of two years) should elapse between 
pregnancies. In the year prior to the pregnancy 
there should be no clinical distress related to the 
liver, no suspicious physical findings and no meas- 
urable alteration in liver function. In my expe- 
rience, the most reliable tests have been a combi- 
nation of the bromsulphalein excretion, the total 
blood proteins, albumin and globulins, the cepha- 
lin flocculation and thymol turbidity reactions 
and the alkaline phosphatase concentrations in 
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the serum. A more recent experience with the 
transaminase serum reactions suggest additional 
usefulness in these cases. These tests should be 
performed in the same laboratory at least two or 
three times during the pregnancy, at two-month 
intervals during the first six months and one- 
month intervals during the last trimester, to 
permit comparison. 

It has seemed reasonable to avoid vigorous 
weight reduction programs, especially when 
pregnancy is to be carried through periods when 
hepatitis is prevalent in the community (usually 
winter) since the relationship of malnutrition 
and the catabolic state to an increased suscepti- 
bility to hepatitis may exist. 

The prophylactic use of gamma-globulin under 
these circumstances or after known exposure 
may be worth consideration. Certainly the 
slightest suspicion of exposure should be covered 
by the use of prophylactic doses which range 
from as little as 0.01 cc. per pound of body weight 
to no more than 0.1 cc. per pound of body weight. 
Though there is not unanimity with regard to the 
exact dosage required, it has been my experience 
to use the lower dosage figure when the patient is 
seen soon after exposure and when a longer in- 
cubation period may be anticipated, and a higher 
figure if the exposure is reported to have been 
more distant but within the incubation period 
for the disease, six weeks to three months. 


Cirrhosis and Pregnancy 


This must be one of the rarest coincidences 
in clinical obstetrics since cirrhosis and preg- 
nancy are ordinarily mutually exclusive. The 
serious alterations in liver function during cirrho- 
sis usually lead to amenorrhea, oligomenorrhea 
and nonovulatory cycling frequently precluding 
fertilization. In addition, the other endocrine 
alterations in cirrhosis contribute to the high 
incidence of infertility in cirrhosis. 

A small clinical experience with pregnancy oc- 
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curring in cirrhosis agrees with the rare reports 
stating that there is surprisingly modest deteri- 
oration of liver function with the exception of 
mild icterus in the fetus for the first 24 hours fol- 
lowing delivery. Though experience is limited, it 
is possible that if the patient is cirrhotic but fer- 
tile, liver function will be adequate to carry the 
pregnancy. Post-partum monitoring of liver func- 
tion is undoubtedly justified in the rare instance 
of pregnancy complicating cirrhosis. 

Since limited experience has shown surprising 
tolerance of the pregnancy, every nutritional 
effort should be made to favor fetal survival and 
avoid interruption. A successful section was re- 
cently performed on a 21-year-old primipara in 
her thirty-ninth week of pregnancy. A splenorenal 
shunt had been performed two years prior to de- 
livery because of portal hypertension in associa- 
tion with postnecrotic cirrhosis. Several episodes 
of esophageal bleeding from varices had occurred 
prior to shunting surgery and smaller hemor- 
rhages had occurred in the last trimester of 
pregnancy, producing melena. The only impor- 
tant change in state noted was a slight increase 
in the depth of jaundice in the mother in the last 
month of pregnancy. 

At the time of delivery by section, the baby 
weighed 7 Ib. and was nonjaundiced. There was 
no bilirubin staining of the amniotic fluid and 
the portal pressure measured in a branch of the 
mesenteric vein in the mother was about 35 mm. 
of mercury suggesting that the splenorenal shunt 
may have closed. Her jaundice faded perceptibly 
the first two weeks post-partum; five months post- 
partum the mother shows only a faint tint of 
jaundice and the baby is completely normal. 


Special Forms of Primary Liver Disease 
Unique to Pregnancy 
RECURRENT CHOLESTATIC JAUNDICE 


A curious and previously undescribed form of 
recurrent jaundice during pregnancy is the sub- 
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ject of a recent report by Svanborg and Ohlsson. 
Clinically, this takes the form of pruritis during 
the last four months of pregnancy, followed by 
dark urine, gray stools and jaundice which 
reaches a peak in one week. Signs may persist 
until delivery without much disability, but the 
jaundice usually disappears within two weeks 
post-partum, followed rapidly by disappearance 
of the itching. 

Recurrences with subsequent pregnancies are 
strikingly similar to the initial attack, but there 
is no detectable liver damage in the intervals be- 
tween pregnancies. Serum alkaline phosphatase 
levels parallel the elevation of the serum biliru- 
bin, but the other liver function tests remain 
normal and no evidence can be found of hemo- 
lytic icterus. Biopsy of the liver shows dilatation 
of bile ducts, precipitation of bile pigment with 
scattered bile thrombi in capillaries and some 
degenerative cell phenomena. 

Of 22 such patients with recurrent jaundice of 
pregnancy, none received drugs related to liver 
damage, and only one had mild toxemia with 
proteinuria without hypertension. In _ seven, 
however, proconvertin prothrombin levels seri- 
ously declined, but were remarkably responsive 
to 40 mg. of vitamin K within 24 to 48 hours. In 
view of this report it is undoubtedly important 
to recognize this as one of the more benign forms 
of jaundice. 


ACUTE FATTY METAMORPHOSIS OF THE LIVER 


Great difficulty is encountered in attempting 
to distinguish clinical varieties of fulminant epi- 
demic viral hepatitis since the virus has been 
poorly characterized immunologically and at 
present can only be separated into an epidemic 
infectious form and a homologous serum form. 
Subtypes and species of the virus have yet to be 
identified. Likewise, the separate kinds of injury 
that may be produced in the liver will range in 
type from predominantly cholestatic to those 
primarily. affecting the liver parenchymal cell. 
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Hence, a variety of unspecified terms may be en- 
countered, ranging from cholangiolitic hepatitis, 
when jaundice and the obstructive phenomena 
predominate, to acute yellow atrophy. Clear 
clinical classification is further complicated by 
the fact that many acute intoxications from 
chloroform, arsenic, phosphorous, carbon tetra- 
chloride, leptospiral disease and malnutrition 
may produce similar clinical pictures, though the 
pathology may be highly variable. Formerly the 
literature listed acute yellow atrophy of the liver 
among the toxemias of pregnancy until the ful- 
minant form of epidemic hepatitis complicating 
pregnancy was better defined. 

Twenty years ago Sheehan attempted to de- 
scribe an “obstetric acute yellow atrophy” dis- 
tinguished clinically by the sudden onset of 
vomiting, epigastric pain and jaundice, which 
worsened rapidly and was associated with severe 
headache. Seven to 12 days later a stillborn fetus 
was delivered, and the mother usually died 
within three days after delivery. The liver at 
autopsy was small and yellow and microscopic- 
ally showed gross fatty changes in the entire 
lobule except for a sharply preserved rim of nor- 
mal cells in the portal tracts. ‘The affected cells 
were bloated by a fine foam of tiny fatty vacuoles 
throughout the cytoplasm, so that they re- 
sembled the cells of the suprarenal cortex. 
Nuclei were normal, and there was an entire 
absence of necrobiotic change . . . round cells 
throughout the fatty area... The kidneys did 
not show any microscopic lesions and in two 
cases in which Sudan-stained sections were 
available, there was not any fatty change in the 
first convoluted segment.” He emphasized the 
absence of necrosis as the most significant finding 
microscopically, believing that since they sur- 
vived for ten to 14 days, necrosis probably did 
not have time to develop. It was his impression 
that if any of these patients had recovered, their 
liver cells might have a return to normal ap- 
pearance, but that since the patients rarely re- 
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cover, the diagnosis couldn’t be established with 
certainty “‘in view of the numerous other possible 
causes for jaundice.” 


INCREASE OF HEPATITIS 


The increase in the world incidence of hepatitis 
in the 1940’s provided some answers and con- 
firmed the finding of the lesion reported by 
Sheehan. The reports that followed the war ex- 
perience, however, expressed unwillingness to 
accept this lesion as a separate entity, believing 
that “acute fatty degeneration of the liver is one 
stage in the process of necrosis. It seems reason- 
able to conclude that a dose of hormone, toxin, 
poison, infection or a combination of these fac- 
tors could be insufficient to cause actual necrosis 
but still be sufficient to be usually fatal.” 

Recently Ober and Le Compte have made an 
extensive review of the subject. They describe 
three fatal cases of jaundice occurring at the end 
of the last trimester of pregnancy in which 
hemolytic and obstructive jaundice can be ruled 
out. On clinical grounds they believed they could 
not distinguish this from fulminant epidemic 
hepatitis but suggested it was clearly one of the 
varieties of parenchymatous (hepatocellular) 
jaundice. Again extensive fatty metamorphosis 


of liver cells occupying the central two-thirds of 


the liver lobule are revealed in the absence of 
necrosis or inflammatory infiltration. Fatty meta- 
morphosis was occasionally seen in the renal 
tubular epithelium. This lesion was different 
enough histopathologically from infectious hepa- 
titis as to suggest that it more closely resembled 
the effects of an exotoxin or an endotoxin upon 
the liver. 

The suggestion is made that nutritional injury, 
much like that seen in ethionine injury experi- 
mentally, may indeed relate more specifically to 
nutritional than infectious injury. This recalls 
the recent suggestions that methionine, a chem- 
ical analog of ethionine, which is in metabolic 
competition with it, has been thought to be re- 
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lated to kwashiorkor. This again underlines the 
relationship of malnutrition and hepatic injury 
referred to previously. The renal lesions accom- 
panying processes of this type should again be 
cited, since in the cases previously described al- 
terations in the tubular epithelium with vacuo- 
lated cytoplasm, fatty degeneration and blurring 
of nuclear outlines was a frequent finding. 

The importance of this complication during 
pregnancy, when added to liver disease, cannot 
be underestimated, though it is regrettable that 
the vague clinical entity “hepatorenal syn- 
drome” which is otherwise so poorly specified, 
must still be applied. 


HEPATIC RESERVE 


In answer to the general proposition that 
pregnancy may impose a special load on the liver, 
Ober and Le Compte suggest that an ill-defined 
lowering of hepatic reserve may indeed prevail 
during pregnancy. As fetal development and new 
metabolic and nutritional needs increase, the 
margin between the requirements for a given nu- 


TABLE 1. 


Drugs Used in Pregnancy 
That Require Hepatic Processing 


Methyltestosterone 

Norethandrolone (Nilevar®) 

Methylestralone 

Para-aminosalicylic acid 

Sulfadiazine 

Methanimizol 

Paraminobenzy] caffine 

Phenylbutazone 

Chlorpromazine 

Iproniazid (Marsalid®) 

Short-acting barbiturates, chloroform, morphine, meperi- 
dine (Demerol®) 

Antihistamine drugs, diphenhydramine hydrochloride (Ben- 
adryl®), tripelennamine hydrochloride (Pyribenzamine®) 
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trient and an insufficiency of that nutrient be- 
come progressively narrowed. Functional failure 
of the liver ensues when homeostatic mechanisms 
controlling liver function cannot maintain ade- 
quate equilibrium because of decreased intake, 
excessive demand, or both. Functional failure 
may take place without morphologic evidence. 
This may explain why liver histology is frequent- 
ly unchanged during the course of pregnancy 
when functional capacity is measurably reduced. 

Lesions of the type described above suggest 
that the real significance of the role of acute 
nutritional injury is not well specified ; working in 
concert with this, some humoral agent may be 
present during pregnancy that produces destruc- 
tive effects. 

Such deductions seem reasonable only in view 
of the measurable functional failure and the occa- 
sional changes observed in liver histology. Be- 
yond this the identity of these agents and their 
mode of action is highly speculative. The thera- 
peutic lesson emphasizes the need for dietary pro- 
tection of the pregnant patient with high protein, 
moderate fat intake, and vitamins as well as lipo- 
tropic augmentation if diet is inadequate. Rein- 
forcement with parenteral therapy seems indi- 
cated if the intake is inadequate. 


The Use of Drugs During Pregnancy 
MINIMIZE DRUGS USED 


As a general principle it is wise to minimize the 
use of drugs during pregnancy to relieve the liver 
of the burden of processing and inactivation and 
to lessen the opportunity for hepatotoxicity on 
the basis of idiosyncrasy. No specific information 
is at hand suggesting that the special burden im- 
posed by pregnancy on the liver may affect the 
efficiency of drug processing. Yet in the interest 
of general protection of the pregnant patient, the 
prohibition is probably a good one. The list of 
drugs in Table 1 that have had or still have a 
place in the treatment of the problems of preg- 
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nancy and delivery depend upon the liver for 
some stage in their processing. 


HISTORY OF ALLERGY AND 
LIVER INJURY 


It is important to take as complete a history as 
possible emphasizing general allergies and past 
reactions to drug usage in all patients. Prior his- 
tory of liver injury, and especially hepatitis or 
other liver abnormalities, is of fundamental im- 
portance and considerable thought should be 
given before prescribing any of the drugs on the 
suspect list in 4 patient with a prior history of 
allergy or liver injury. The alcoholic and nutri- 
tional history of a patient is of special importance. 
If necessary, pretreatment evaluation of liver 
function with special reference to the bromsul- 
phalein clearance, total protein and albumin and 
globulin fractions, a prothrombin time, alkaline 
phosphatase, serum bilirubin, transaminase reac- 
tions, cephalin flocculation and thymol turbidity 
tests are most highly recommended. Should spe- 
cial suspicion arise following the use of drugs 


known to have hepatotoxic proclivities, a repeat 
study of the liver function tests is indicated. 

In general, the symptoms of allergic reactions 
coupled with those pointing more specifically to 
disturbances in liver function, and the symptom 
complex usually associated, such as fever, 
malaise, epigastric distress, headache, anorexia, 
nausea, vomiting, rash, joint pains, chemosis and 
jaundice, together with the reinforcing labora- 
tory findings are most suggestive. After hepatic 
injury resulting from the use of a drug, later 
drug testing for sensitivity is probably unwise 
since the hepatic injury pattern may be re- 
ignited. 

The treatment of an hepatic drug reaction 
during pregnancy does not differ from manage- 
ment in the nonpregnant though supportive 
measures of diet, rest and adjuvants should be 
broadly applied and insisted upon. Steroid 
analogues of cortisone can be safely employed 
for the most serious reactions in the usual 
recommended dose, preferably in short-term 
schemes. 


On-the-Spot Resuscitation 


A NEW compact resuscitator (weighing 18 lb. and no larger than an overnight bag) has 
been developed to aid rescue workers and their victims in such difficult locations as 
shafts, tunnels, vats, narrow passageways, etc. 

The new unit, named the “First In” is highly resistant to heat and shock and can 
function efficiently at distances up to 200 ft. from the oxygen supply. A high-pressure 
hose assembly is available that permits the unit to be operated for an extended period 
from a large oxygen cylinder. The resuscitator’s entire mechanism can be quickly re- 
moved from an aluminum case and carried by handle to the scene of accident or fire. 

The National Cylinder Gas Division of Chemetron Corporation said the unit op- 
erates in three ways: as a resuscitator, automatically inhaling and exhaling for a vic- 
tim; as an inhalator, steadily supplying oxygen, and as an aspirator, providing suction 
to remove obstructing material from the throat. 

This ‘mobile unit is used mainly by fire and police departments, rescue squads, am- 
bulance services and first aid units at beaches, pools, country clubs, hotels, schools, 


industries, office buildings and other public places. 
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Readers are encouraged to submit inquiries to GP. 


a Information Please 


These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Treatment for Histoplasmosis 


Q. What is the recommended treatment for histo- 
plasmosis in both the systemic and the pul- 
monary forms? Please evaluate serologic and 
skin tests in the diagnosis. 


A. In acute disseminated and cavitary lesions of 
the lung, as well as in chronic histoplasmosis with 
widespread organic involvement, satisfactory 
therapeutic response may be anticipated from 
the use of amphotericin B. This is an antibiotic, a 
product of a species of Streptomyces. It is avail- 
able in the form of a sterile, lyophilized powder in 
combination with sodium desoxycholate, with 
sodium phosphate as a buffer (Fungizone®). 

The patient should be hospitalized. Ampho- 
tericin B is given by intravenous infusion in 5 per 
cent dextrose solution daily. The initial dose is 
0.25 mg. per kilogram of body weight. Subse- 
quently, if the patient’s tolerance permits, the 
dose is increased to 0.50 to 1 mg. per kilogram of 
body weight. The length of treatment varies 
from four to ten weeks, depending upon individ- 
ual requirements. Adjustment of dosage is 
mandatory also because of possible side effects, 
such as chills, fever, flushing of the face, nausea, 
generalized pain and anxiety. Moreover, the pos- 
sibility of nephrotoxic effects of this drug calls 
for serial blood urea determinations during the 
course of treatment. 

Other clinicians have recorded good, though 
slow, results with the use of triple sulfonamides, 
both in localized ulceroglandular and in dis- 
seminated forms of histoplasmosis. Pulmonary 
resection in chronic, well-demarcated, round 
lesions is of proved value. 

Reaction to the histoplasmin skin test becomes 
positive in active cases of this disease within two 
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weeks after onset and remains so for years. 
Occasionally, it is positive during the first week 
of illness. On the other hand, it may not become 
positive until the fourth week. Despite active 
histoplasmosis, negative results of the skin test 
are sometimes observed in very severe and in 
terminal cases. 

The complement-fixation test is a sensitive, 
specific method for discovery of active cases of 
histoplasmosis. It is preferable to do it simul- 
taneously with a yeast antigen and a mycelial 
antigen. Results of the complement-fixation 
test are negative during the very early phase 
of the disease, sometimes as late as the third 
week. Peak titers are usually reached from the 
fourth to the sixth week of illness. The titer re- 
mains high for five to six months, when it 
gradually becomes lower. The titer is not pro- 
portionate to the severity of the disease; it may 
be high in patients with histoplasmosis of 
moderate severity. Because cross reaction with 
blastomyces antigen occurs frequently, it is well 
to perform complement-fixation tests with both 
antigens simultaneously. 

The precipitin test and the colloid agglutina- 
tion test are also applicable but are not as reli- 
able as the complement-fixation test. 


Cigarettes, Cigars and Pipes 
Q. Why is the tobacco of cigarettes supposed to be 
more harmful than that. of cigars or pipes? 


A. The domestic American cigarette tobacco 
contains, on the average, 2.5 per cent nicotine. 
Blends of American cigarette tobacco may con- 
tain as little as 1.5 per cent. Cigar tobacco con- 
tains about 1.4 per cent nicotine and pipe tobacco 
about 2 per cent of the alkaloid. In the smoking 
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of cigars and cigarettes the tar and nicotine con- 
dense in the unburned portion of the tobacco; 
hence, the closer to the end the cigarette or 
cigar is smoked, the greater will be the concentra- 
tion of the nicotine in the smoke. 

Many smokers inhale the tobacco smoke into 
the lungs and others allow it to remain in the 
mouth and expel it through the nostrils and the 
mouth. It is obvious that inhalation promotes the 
absorption of nicotine; prolonged contact with 
the alveolar membranes of the lungs provides 
excellent oppcrtunity for nicotine absorption. 
Greenberg and coworkers (1952) demonstrated 
that only a small fraction of the nicotine in cigar 
or cigarette smoke is retained in the body of 
smokers who do not inhale. With inhalation 
nearly all the nicotine is absorbed. 

Most cigarette smokers inhale the smoke. 
Most pipe and cigar smokers do not inhale. It is 
clear that this is an important factor in relative 
harmful effects. 


Gamma-globulin for Infectious Hepatitis 


Q. Some controversy has recently arisen in our 
area because, after the occurrence of several cases 
of infectious hepatitis in a grammar school, 
public health authorities have recommended 
mass immunization of school children with 
gamma-globulin. Three children in one class 
and three in another class were infected, none 
fatally, although two were moderately ill. Please 
comment on the advisability, as well as the 
effectiveness, of gamma-globulin for infectious 
hepatitis. 


A. Intramuscular injection of human gamma- 
globulin in doses as small as .02 ml. per kilogram 
(.05 ml. per pound) of body weight provides 
passive immunization against the virus of in- 
fectious hepatitis if given during the incubation 
period (as late as six days before the onset of 
symptoms). Gamma-globulin does not prevent 
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infection but attenuates the infection to a sub- 
clinical level, hence producing “‘passive-active”’ 
immunity. All authorities now recommend that 
gamma-globulin be used to reduce the spread of 
infectious hepatitis in institutional and house- 
hold outbreaks. Other important measures in- 
clude meticulous washing of hands, sterilization 
of food utensils and bedpans, exclusion of infected 
food handlers and control of flies. 


Flavored Aspirin for Children 


Q. Would it be desirable if all aspirin for children 
were unsweetened and unflavored? 


A. The addition of sweetening and flavoring to 
aspirin in no way influences the therapeutic 
effect. It is said to enhance the drug’s attractive- 
ness to children and to make administration 
easier. 

Although the same factors would appear to 
increase the incidence of excess ingestion (aspirin 
poisoning) in children, there is no convincing 
evidence that flavored aspirin is better accepted 
by most children or that more cases of poisoning 
are due to flavored aspirin than unflavored as- 
pirin. If it can be shown that flavoring in aspirin 
increases the incidence of aspirin poisoning in 
children, there would appear to be no justification 
for its continued use. 


Treatment for Warts 
Q. What is the best treatment for warts? 


A. A wart is a virus infection of the epidermal 
tissues. It sometimes heals spontaneously but one 
cannot depend on this. Any method of removing 
epidermis without damaging dermis, beyond lev- 
eling elongated papillae within the wart, is cor- 
rect. The actual cautery can be applied exactly 
by one accustomed to using it. X-ray therapy in 
single-dose technique is good. 


125 


4 
3 
al 
a 
Re 
; 


Cancer in Ulcerative Colitis 


THE INCREASING use of surgery in the treatment 
of ulcerative colitis has focused attention on the 
incidence of carcinomatous change. Reports from 
the literature would indicate that cancer of the 
large intestine is more common in patients with 
ulcerative colitis than in persons without it. 

Slaney and Brooke present data on 18 pa- 
tients in whom carcinoma arose subsequent to 
ulcerative colitis. The over-all incidence of cancer 
in their series of colitis patients was 6.7 per cent 
and rose to 17 per cent in those whose ulcerative 
colitis was of more than ten years’ duration. An 
analysis of this and other series suggests that 
the five-year survival rate in cases of carcinoma 
complicating ulcerative colitis is less than 20 
per cent. The cancer may develop in the quiescent 
or healed case and the authors point out that the 
average age at which carcinoma develops in 
those with ulcerative colitis is 42 years compared 
with 63 years in previously healthy persons. 
(Lancet, 2:694, 1959.) 


Traumatic Hemothorax 


THIS paper represents a review of 43 cases of 
traumatic hemothorax from 1951 to 1958. There 
are several case presentations included to help 
clarify the varied problems encountered. 
Twenty-seven patients were treated with 
needle aspiration or tube drainage, ten with early 
thoracotomy, and four with delayed decortica- 
tion. Three had rib resections for empyema. 
The usual procedure following failure of con- 
servative measures (needle aspiration and tube 
thoracostomy was to wait four to six weeks for 
cortex formation and then to proceed with de- 
cortication. Often the reabsorptive powers of 
the pleura would make decortication unneces- 
sary. This involves prolonged hospitalization and 
morbidity if decortication is to be the procedure. 
The authors believe that repeated needle as- 
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pirations only heighten the possibility of em- 
pyema’s developing. Instillations of enzymes 
meet with limited success often causing irritative 
phenomena. Needle aspiration or the use of tube 
thoracostomy with underwater suction may be 
sufficient if attempted soon after trauma. If x-ray 
in the following week does not show satisfactory 
re-expansion and clearing, open thoracotomy with 
evacuation of blood and clot may then be done 
immediately, thereby avoiding the four to six- 
week wait until cortex formation occurs. This also 
lessens the chance of empyema formation. In the 
majority of patients tube thoracostomy was 
sufficient. Chest films should include a lateral 
view to aid in distinguishing pleural reaction from 
loculated blood. If tube thoracostomy continues 
to yield large volumes of drainage, active bleed- 
ing is to be assumed and open thoracotomy is to 
be undertaken. In the majority of cases hemor- 
rhage ceases spontaneously. The four cases that 
underwent decortication procedures were pa- 
tients who were initially seen late in their course. 
Twenty-seven patients were satisfactorily treated 
by needle aspiration or tube thoracostomy alone. 
Ten had elective thoracotomy done within a few 
hours or days of initial trauma. The average 
hospital stay of this group was 19 days versus 48 
days for those who underwent decortication. 
(J. Thoracic & Cardiovasc. Surg., 38:780, 1959.) 


ATP and Fibrillation 


BURN reports the experimental use of adenosine 
triphosphate in the arrest of experimental atrial 
and ventricular fibrillation. It is questionable 
that this action takes place within the cell since 
ATP is not thought to penetrate the cell. It is of 
great basic interest that the addition of a high- 
energy phosphate source has experimentally been 
shown to be linked to the fibrillatory process. A 
clinical trial of ATP, particularly in cireumstances 
where risk of fibrillation is great, would seem 
indicated. (Proc. Roy. Soc. Med., 52:1057, 1959.) 
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Ehlers-Danlos Syndrome 


THIS is an hereditary disorder of connective 
tissue which characteristically comprises a triad 
of increased elasticity of skin, increased fragility 
of the skin and blood vessels and increased joint 
mobility. A variety of other abnormalities may 
be associated with some of these changes, in- 
cluding aortic aneurysms and skeletal abnor- 
malities. Newton and Carpenter report a mother 
and daughter with this syndrome and direct 
attention to subcutaneous calcified nodules as a 
pathognomonic’ sign and early clue to the 
diagnosis of this interesting hereditable connec- 
tive tissue disorder. (Brit. J. Radiol., 32:739, 
1959.) 


Digitalis in Children 

IN A COMPREHENSIVE review of the special prob- 
lems of digitalis therapy in infants and children, 
Robinson emphasizes the recognition of digitalis 
intoxication. When purified glycosides are used 
in infants and children, many of the early symp- 
toms usually associated with toxicity, such as 
nausea, vomiting or diarrhea, may be minimal if 
present at all. Any variation in rhythm should 
warrant an electrocardiogram to rule out one of 
the arrhythmias caused by digitalis. 

In children receiving digitalis, all types of 
arrhythmias may occur. In addition to the bi- 
geminal rhythm or ventricular ectopic beats, 
paroxysmal atrial tachycardia with block, nodal 
tachycardia and A-V dissociation may occur. It 
could be catastrophic to administer more digitalis 
on the assumption that the tachycardia or a slow 
pulse is due to inadequate amounts. Congestive 
heart failure itself may result from over-digitaliz- 
ation. Robinson warns that more digitalis should 
not be administered if there is any doubt. He con- 
siders that the acetyl strophanthidin test for 
over- or under-digitalization is too hazardous for 
use in the pediatric age group. 
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Additional and often obscure signs and symp- 
toms of digitalis toxicity in children include 
headache, vertigo, fatigue, depression, urticaria 
and eosinophilia. (J. Pediat., 56:536, 1960.) 


Hotels and Hospitals 


STALLWORTHY analyzes the constant problem of 
affording sufficient hospital beds and distin- 
guishes between the “‘acute’’ and “‘convalescent”’ 
care provided by the present hospital facilities. 
The number of patients who can be cared for by 
a given institution in a year is obviously a func- 
tion of how long the average individual stays in 
the hospital (see graph below). There is no ques- 
tion that hotels are much cheaper to run than 
hospitals. The author would have “acute hos- 
pital beds” carefully planned and rigorously 
maintained as such in the hospitals of the future 
with hotel-like annexes for convalescent care. 
(Lancet, 1:108, 1960.) 


1,000 patients per 100 occupied beds per year 
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Hypofibrinogenemia 


Low BLOOD fibrinogen should be suspected in all 
instances of obstetric hemorrhage, whether or not 
accompanied by conditions such as abruptio 
placentae, eclampsia, trauma or transfusion in- 
compatibility usually considered predisposing. 

Three cases of post-partum hypofibrinogenemia 
are presented. One was associated with detach- 
ment of the placenta, another with mild toxemia 
and the third with transfusion reaction. In each 
case the diagnosis was made on clinical observa- 
tions and on failure of freshly drawn venous 
blood to clot normally. Response to whole blood 
transfusion and the administration of fibrinogen 
was satisfactory in all three cases. (U. S. Armed 
Forces M.J., 11:318, 1959.) 


Bed Rest in Acute Nephritis 


IN AN editorial, it is pointed out that as scientific 
knowledge advances we rely more on the scientific 
method than on clinical impressions to assess the 
effects of treatment. Thus, more long-cherished 
beliefs are being questioned and discarded. One 
of these concerns the value of rest in bed in the 
management of acute nephritis. It has long been 
held that children with acute nephritis should 
stay in bed until most of the signs of renal disease 
have disappeared. That, for many children, meant 
many weeks in bed. 

Several workers have recently shown that early 
ambulation in acute nephritis in children is harm- 
less. All were kept in bed in the acute stage, but 
as soon as acute symptoms had subsided and ir- 
respective of the urinary or blood findings, the 
children were gradually allowed to assume full 
activity so that they were all attending school 
within two months of the onset. These studies 
adequately support the concept that children 
with acute nephritis can safely be allowed to get 
up much earlier than has been the practice in the 
past. It might arbitrarily be said that they can 
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get up about as soon as hematuria visible to the 
naked eye has disappeared. It is bad for psy- 
chologic reasons for a child or anyone else to stay 
in bed longer than is necessary. It weakens the 
patient and inevitably prolongs the convalesent 
period. In the case of school children, prolonged 
bed rest when insisted upon without proper med- 
ical grounds causes an unwarrantable interference 
with schooling. There seems to be nothing against 
early ambulation for children with acute nephritis 
—and there is a lot for it. (Brit. M. J., p. 939, 
Nov. 7, 1959.) 


Cancer Education 


HEALTH education is big business but there is a 
real question whether it means much. LaPointe 
and colleagues studied the effectiveness of an 
educational campaign on cancer by interview- 
ing a selected population before and after a 
broad campaign to educate a large group on the 
signs, symptoms and treatment of cancer. The 
authors conclude from the lack of evidence of 
impact that cancer education and, for that 
matter, many forms of health education in 
general have relatively little effect, considering 
the amounts of time, money and skill that are 
spent. (Cancer, 12:1200, 1959). 


“H3” 


PROCAINE injections have become popular again. 
Ashlan and her colleagues from Bucharest have 
advocated the use of procaine in a wide variety 
of disorders, including senility. Worse still, they 
have introduced a new term and magic num- 
ber, ‘“‘H3.” This is explained as necessary “to 
emphasize the role of novocain as a biocatalyst 
and to differentiate it clearly from para-amino- 
benzoid acid H1 and H2.” The British Medical 
Journal considers it extremely unlikely that 
“‘H8” is of much value except as a local anesthet- 
ic. (Brit. M. J., 2:1163, 1959.) 
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Flu Deformities 


CoFFEY and Jessop analyzed the incidence of 
congenital deformities in children born to 
mothers who had influenza during their preg- 
nancy. The incidence of congenital abnormalities 
was 2.4 times higher in the maternal-influenza 
group as compared to a control group. The 
abnormalities were almost entirely of the central 
nervous system, and the commonest was anen- 
cephaly. The risk of malformation was greatest 
if the infection took place in the first trimester. 
(Lancet, 2:935, 1959.) 


Life Span Changes 

SCIENCE has not only prolonged life, it has radi- 
cally altered community living. The age at mar- 
riage, duration of marriage, number of children, 
number of deaths and the age at which children 
become independent and self-supporting are all 
changing radically. This comparison is particu- 
larly striking if one compares the current situa- 
tion with that which existed two or three cen- 
turies ago. A population composed of individuals 
of whom large numbers achieve an age of 70 to 75 
years is very different from a population in which 
one out of two died before the age of 21 or even 
16. Formerly, the mean age of children at the 
death of one parent was 14. 

Marriages were contracted earlier and lasted 
on the average less than 20 years. In France, dur- 
ing the period 1680 to 1720, the mean was 17 years 
and for the period 1750 to 1780, 19 years. Today, 
it is almost 50 years. Traditionally, parents died 
before the education of their youngest child 
was completed. Now, a normal couple will sur- 
vive the marriage of their youngest child by 15 to 
20 years. Today, the “average” son may be 55 to 
60 years of age at his father’s death. These social 
and demographic changes are of profound sig- 
nificance for the physical and mental health of 
tomorrow. (Population, 14:417, 1959.) 
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Health Services—Are They Necessary? 


THE PUBLIC HEALTH SERVICE has made an in- 
teresting self-analysis in a study of health serv- 
ices in an Eastern Colorado high plains county. 
The purpose of the study was to get an over-all 
view of the health needs of a county, typical of an 
area, but very different and seeming deficient 
in many health services compared to more highly 
developed areas. 

The types of disability prevalent in the county 
included heart disease, asthma and hay fever, 
genitourinary problems, arthritis and the usual 
assortment of muscle and joint difficulties which 
would be presumed to wreak havoc with a farm- 
ing population which had to work out a living in 
hard physical labor in what the authors describe 
as a climate which is “‘violent and variable.” 

There were no organizations or individuals 
such as physical therapists, etc. available to help 
cope with the above disabilities. Men in the 45- 
to-54-year age group relied heavily on chiro- 
practic services, even more so than on physician 
services, although the reverse was true when the 
whole population was taken into account. 

This Public Health Service study concludes 
with a striking socioeconomic observation. The 


129 


agg 
\\\ 
\\ 
\\ 
es / 
ATS 


Tips from 
Other Journals 


authors found that without exception the domi- 
nant social value in this Great Plains community 
was independence and refusal to accept charity. 
Help not paid for was not acceptable to the re- 
cipient. (Am. J. Pub. Health, 49:1591, 1959.) 


Diabetic Retinopathy 

RANKE has examined the possible relationships 
of diabetic retinopathy and the pituitary gland. 
He reviews the pituitary factors which possess a 
diabetogenic action including adrenal cortico- 
trophic hormone and hydrocortisone and its de- 
rivatives. The evidence that these substances can 
produce diabetic retinopathy in humans is not 
convincing. However, in dogs the administration 
of cortisone and anterior pituitary extract have 
produced Kimmelstiel-Wilson nodular lesions in 
the kidneys, as well as diabetes. This is of interest 
since the Kimmelstiel- Wilson nodules in the kid- 
ney closely resemble the retinal microaneurysms 
characteristic of diabetes. 

In the present study, 66 patients having pitui- 
tary tumors including 30 with coexisting diabetes 
mellitus, were examined for diabetic retinopathy. 
By comparing this group with another group of 
diabetic patients without pituitary tumor, the 
incidence of diabetic retinopathy was found to be 
strikingly reduced in those cases where diabe- 
tes and pituitary tumor coexisted. It seemed un- 
likely, therefore, that the pituitary directly con- 
tributes to the development of diabetic retinop- 
athy. It should be noted that the majority of 
the pituitary tumors studied were eosinophilic 
adenomas although chromophobic and basophilic 
adenomas were also included. 

The results of hypophysectomy and adrenalec- 
tomy in diabetes mellitus have been quite vari- 
able and lend support to the author’s contention 
that the removal or ablation of the pituitary 
gland to ameliorate diabetes mellitus or its reti- 
nopathy doesnot rest upon firm grounds. (A.M.A. 
Arch. Ophth., 62:859, 1959.) 
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Glass in the Eye 


McDONALD and Ashodian have been interested 
in the problem of glass particles in the anterior 
chamber of the eye, usually following an accident 
involving the patient’s spectacles. Glass is rela- 
tively inert and small particles may remain dor- 
mant in the cornea for years. Sometimes they 
migrate forward and extrude spontaneously or 
may have to be removed. In certain instances, 
small particles of glass may penetrate the cornea 
and produce no symptoms for some time. The 
only way that they may be detected is by careful 
slit lamp examination and gonioscopy. X-ray 
demonstration of the glass foreign body is usually 
unsatisfactory. 

The literature of the past five years has pro- 
duced only four reported cases of glass foreign 
bodies. The present authors report four cases of 
retained glass in the anterior chamber that were 
successfully operated upon. Although glass may 
remain in the cornea or conjunctiva for long pe- 
riods without symptomatology, contact with the 
corneal endothelium gives rise to photophobia, 
blurred vision and localized corneal edema. When 
the diagnosis is made the glass should be re- 
moved. The surgical procedure is not difficult in 
experienced hands, although the authors caution 
that small splinters of glass are difficult to pick 
up with forceps and because of their edges and 
various shapes they should not be pulled 
through a small opening. 

The question arises of when a recognized glass 
foreign body should be left undisturbed. The 
authors suggest that small particles in the sub- 
stantia propria of the cornea be observed and not 
removed unless they cause symptoms. A small 
sliver on the iris or in the angle which is barely 
recognizable with the slit lamp or gonioscope 
might also be observed unless it causes symp- 
toms. The attempted removal of asymptomatic 
minute particles may cause unnecessary damage 
to the eye. (Am. J. Ophth., 48:747, 1959.) 
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Abnormal Lactation 


SoMLYO and Waye have recently reviewed the 
subject of abnormal lactation. Their interest was 
aroused by a case of 17-year-old nulliparous 
colored female being treated for hypertension sec- 
ondary to glomerulonephritis, and asthma. This 
patient had received, among other medications, 
reserpine. During this time she complained of 
tender enlargement of both breasts and inter- 
mittent milky discharge from the nipples. Ob- 
servation in the hospital demonstrated a satis- 
factory correlation between the administration of 
reserpine and the lactation. 

The literature records lactation following 
chlorpromazine as well as reserpine. It seems 
probable that both drugs act primarily on hypo- 
thalamic centers which influence pituitary secre- 
tion. In the authors’ case, elevated urinary FSH 
levels were observed during reserpine-induced 
lactation. Similar findings have been reported in 
the chlorpromazine lactators. The article also 
lists a number of miscellaneous causes of abnor- 
mal lactation including herpes zoster of the chest, 
thoracotomy and schizophrenia. In modern 
practice, drug-produced lactation is prominent 
among the list of causes. Reserpine and chlorpro- 
mazine or related drugs are the most frequent 
offenders. (J. Mt. Sinai Hosp., 27:5, 1960.) 


Repeated Skin Tests 


SILLS and his colleagues observed a patient with a 
negative intradernial test with histoplasmin. All 
clinical studies for histoplasmosis were negative. 
Then a repeat intradermal test with histoplasmin 
was observed to be strongly positive. This ob- 
servation suggested to these authors that re- 
peated intradermal injections of test antigens of 
this type might transform negative skin reactions 
to positive ones as a result of altered skin reac- 
tivity. 

Thirty healthy student nurses, mean age 21 
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years, none of whom had a history of tuberculo- 
sis, histoplasmosis or coccidioidomycosis, were { 
studied with skin test antigens for these diseases. 
The study was well controlled with regard to the 
lots of each antigen used and the methods of 
intradermal injection. In the negative reactors a 
second series of skin tests was made two weeks 
after the first, and a third series was made three 
weeks after the second. The results of this study 
are shown in the chart below. In no case did a 
negative tuberculin or coccidioidin skin test con- 
vert to positive during the course of investiga- 
tion. Of 24 subjects who had initially negative 
histoplasmin tests, three developed positive re- 
actions on retesting after two weeks. This was 
an incidence of 12.5 per cent. Two of the 
three subjects whose histoplasmin reactions had 
changed from negative to positive on the second 
test were retested a third time with histoplasmin. 
Their reactions remained positive. 

These authors conclude that some persons not 
infected with histoplasmosis may develop posi- 
tive histoplasmin skin tests as a result of repeated 
intradermal injection of the antigen. It is sug- 
gested that induced skin sensitivity may be basi- 
cally concerned. (J. Allergy, 30:541, 1959.) 


Old Tuberculin 


T 
5 10 15 20 
Number of patients: previous negative reactors 


Chart showing the results of a second series of skin testis, with 
the antigens shown, in previously negative reactors. Three 
patients converted to positive histoplasmin tests. 
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Syndets in the Bottom of the Well 


THE PRESENCE of synthetic detergents, or “syn- 
dets,” in ground water is being reported with in- 
creasing frequency, and the number of incidents 
may be expected to rise still more as housing 
developments are constructed in areas not served 
by either public water supplies or public sewers. 
Housing developments with individual wells and 
septic tanks within 100 ft. of each other were 
shown by analyses in Rhode Island and Long 
Island to show almost 100 per cent contamina- 
tion of the wells with varying concentrations of 
the detergents. The presence of the “syndets”’ in 
the wells in sufficient concentrations is evidence 
that seepage from the sewage disposal field is 
finding its way into the wells. In some instances 
this contamination was not evident on the basis 
of bacteriologic or other chemical analyses. The 
chronic effect of the ingestion of varying concen- 
trations of detergents is not known, but there is 
no evidence that it is beneficial. (Publ. Health 
Rep., 75:75, 1960.) 


Treatment of Chronic Asthma 
and Emphysema 


McComss has outlined the clinical management 
of asthma and emphysema. He states the thera- 
peutic program for chronic bronchial asthma as 
follows: (1) elimination of pulmonary irritants 
(avoidance of smoking), (2) allergic therapy based 
on history and skin tests, (3) the use of broncho- 
dilator drugs. 

Continuous corticosteroid therapy is of doubt- 
ful value because the dangers of long-term 
therapy outweigh the possible advantages. How- 
ever, the steroid drugs are useful in the induc- 
tion of temporary remissions by short, intensive 
courses of about ten days’ duration. 

For the average case of moderately advanced 
emphysema the following management is sug- 
gested: (1) elimination of pulmonary irritants, (2) 
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bronchodilator drugs, (8) antibiotics, (4) the 
treatment of congestive heart failure, (5) postural 
drainage, potassium iodide or even bronchial 
suction when necessary, (6) breathing exercises 
designed to improve the low position of the dia- 
phragm, (7) corticosteriods in carefully selected 
cases and (8) prompt and careful treatment in 
any respiratory infection. 

The development of acute respiratory acidosis 
in such patients demands an improved elimina- 
tion of carbon dioxide from the alveoli and, there- 
fore, from arterial blood. The only practical 
method of doing this is with an automatic ven- 
tilating device attached to an endotracheal tube. 
McCombs warns that the patient with acute 
respiratory acidosis who receives only oxygen 
may change his color for the better but may be- 
come comatose and die. The emphasis must be 
placed upon the elimination of carbon dioxide. 
(Bull. N. England M. Center, 5:28, 1959.) 


Intersexes 


THE USUAL diagnostic criteria of sex includes in- 
spection of external genitalia, exploration of in- 
ternal genitalia by laparotomy and histologic 
examination of the gonads. Secondary sex char- 
acteristics are of lesser importance in sex diagno- 
sis since it is psychologically essential that a de- 
cision be reached long before puberty. New pro- 
cedures are available for the determining of both 
nuclear and chromosomal changes of importance 
in the differentiation of intersexes. It now ap- 
pears that there are three main types of inter- 
sexes: true hermaphrodites, chromosomal inter- 
sexes and pseudohermaphrodites. True hermaph- 
rodites have both ovarian and testicular tissue. 
Chromosomal intersexes have some interchange 
of nuclear sex and internal genitalia. The pseudo- 
hermaphrodite has nuclear sex and _ internal 
genitalia corresponding to the gonad present but 
the external genitalia may be ambiguous or those 
of the opposite sex. (Soc. Med., 52:817, 1959.) 
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Dissecting Aneurysms 
of Peripheral Arteries 


FoorRD and Lewis have gathered from the liter- 
ature and from their own experience 48 exam- 
ples of dissecting aneurysms involving either 
peripheral or pulmonary arteries. The authors 
define dissecting aneurysms as a lesion in which 
there is a dissecting hemorrhage in the media 
which splits the wall of the artery for a variable 
distance between the internal and external elastic 
lamina. 

Processes beginning primarily in the aorta were 
excluded from this study. The sites of involve- 
ment included the renal, coronary, common 
carotid, internal carotid, superior mesenteric, 
pulmonary, brachial, common iliac, superior 
thyroid and retinal arteries. Of these, dissections 
of the renal arteries were the most common. 

A direct traumatic injury of the involved 
artery played a role in 11 of the 48 cases. The 
trauma varied from externally applied force to 
accidental injury during surgery in an area near 
the artery. 

Chronic trauma was suspected in one case in 
which the brachial artery was involved in a 
patient who had used crutches for several years 
following poliomyelitis in childhood. 

In the case of the renal artery dissections, the 
vascular damage was severe enough to produce 
infarction of renal parenchyma in the majority of 
the cases. 

In contrast to the dissecting aneurysms of the 
aorta, specific medial changes ante-dating the dis- 
section were not found in the 17 cases making up 
the author’s contribution to the total series. 

Clinical pictures produced by the peripheral 
dissectings were sometimes very striking and 
varied according to the site -of involvement. 
Anuria, myocardial infarction, hemiplegia, partial 
bowel obstruction and blindness have all resulted 
_ these lesions. (A.M.A. Arch. Path., 68:553, 

959.) 
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Diagram showing the anomaly described by Fournier and 
Zaidi. The descending thoracic aorta is supplied by blood from 
a stenotic but patent ductus arteriosus. 


Congenital Absence of the Aortic Arch 


FOURNIER and Zaidi of Ottawa discuss the case of 
a female infant who had recurrent respiratory, 
urinary and ocular infections during the first 
weeks after birth, became a serious feeding prob- 
lem and died at the age of 2 months. Autopsy re- 
vealed multiple cardiac anomalies. The primary 
defect was congenital absence of the aortic arch. 
There was hypoplasia of the ascending aorta 
which supplied the head and upper extremities. 
The pulmonary artery supplied the descending 
aorta with unsaturated blood via a patent but 
stenotic ductus arteriosis (see the diagram above). 

_ Absence of the aortic arch is one of the rarer 
congenital anomalies. However, since surgical 
techniques are now available for correcting 
absence of the aortic arch, the recognition of this 
condition becomes of great importance. These 
authors emphasize that one of the main clinical 
observations, within reach of all who are aware 
of it, is to determine the presence of differential 
cyanosis between the upper and lower extremities 
and occasionally of unilateral cyanosis of an 
upper extremity. This observation can be made 
simply by placing one limb beside the other and 
noting variations in color. Then more elaborate 
studies such as angiocardiography and cardiac 
catheterization can be carried out as required, 
and definitive treatment applied. (Am. Heart J., 
59:148, 1960.) 
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Movable Kidney 


HONEY and Jackson report the incident of a 
transfer of an artificial kidney some 30 miles 
from a renal unit to a general hospital for 
emergency treatment of a patient with acute 
barbiturate intoxication. The patient had acci- 
dentally ingested a massive dose of barbiturate 
and, due to respiratory paralysis and vascular 
collapse, could not be taken to the specialist 
center for dialysis with the artificial kidney. The 
transport of the artificial kidney and its success- 
ful use illustrates the adaptability of this some- 
times lifesaving procedure. (Brit. M. J., 2:1135, 
1959.) 


Occlusion of the Abdominal Aorta 


PEPLER and his colleagues working in South Africa 
have described three interesting cases of oc- 
clusions of the abdominal aorta occurring in 
Bantu natives. In this tribe atherosclerosis is 
relatively uncommon and of a lower degree of 
severity than in the white patients. It was there- 
fore of interest to examine the pathologic sub- 
strate of their occlusions. 

The first case was a 40-year-old man with a 
blood pressure of 100/60 who had a three-day 
history of swelling and pain in both legs. He 
demonstrated a cold and swollen left leg with 
some absent pulses in both feet. Aortograms 
demonstrated complete occlusion of the left inter- 
naliliac artery and left common iliac artery. A 
thrombectomy was performed which revealed 
new and old thrombi. The patient died the day 
following surgery and at autopsy his common 
and internal iliac arteries on the left side were 
thrombosed while his aorta showed only mini- 
mal fatty streaking. Histologic examinations 
showed a patchy panarteritis in both iliac arteries. 

The other two patients showed some variation 
on the clinical picture; however, histologic ex- 
amination also demonstrated arteritis involving 
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the common iliac arteries and the abdominal 


aorta. 

The authors point out that the prevailing con- 
cept of atherosclerosis as the most frequent cause 
of abdominal aortic occlusions has been based on 
inadequate morphologic studies. They suggest 
that inflammatory processes within these vessels 
may play a much larger role than is presently 
believed. In particular, the relatively high fre- 
quency of peripheral vascular lesions in the Bantu 
natives in spite of the rarity of atherosclerotic 
disease may be explained on this basis. The 
etiology of the inflammatory changes is presently 
unknown. (A.M.A. Arch. Path., 68:525, 1959.) 


Night Calls 


WHENEVER a doctor is called out in the night to 
a patient, his consideration of the validity of 
the call will depend on a variety of factors. Some 
of these factors, at least as they are operative in 
the National Health Service of Great Britain, 
have now been reported by Brotherston and 
colleagues. 

The 254 consecutive calls arising between 11 
P.M. and 8 A.M. in a semirural practice of 9,000 
patients indicate that a doctor with a practice of 
2,000 was called out an average 34 nights in a 
year, and his chance of being called out on any 
one night was slightly less than one in ten. 

Nearly one-third of the calls occurred between 
11 P.M. and midnight. There was little or no 
variation in the numbers occurring on different 
days of the week, but not unexpectedly, more 
calls arose in the winter months and fewer in the 
summer. 

A relatively high proportion of the calls was to 
elderly patients and few were to school children. 

In half of the cases, abdominal symptoms, 
chest complaints or respiratory symptoms, and 
maternity cases were the reasons given by the 
persons putting in the calls for asking the doctor 
to call. (Brit. M. J., 2:1169, 1959.) 


Volume XXII, Number 2 GP 


‘ Tips from 
id Other Journals 
~ 
‘ 
é | 
| 
| 
= 
| 
‘ 
4 
| 
| 


Precordial Catch 


THIS is a pain which is invariably sharp and 
sudden, usually at or near the cardiac apex, but 
sometimes on the right side. It is usually short- 
lived and there may be months or years before 
it recurs. The precordial catch is usually felt at 
rest, in the sitting position or when the person is 
“bent over.” Its effect is to cause shallow 
respiration, but forced deep respiration, although 
painful, often brings relief. There is no known 
cause—its name being purely descriptive. It is 
certainly not uncommon. Asher found that over 
one-third of an audience of physicians admitted 
personal experience of it. (Lancet, 2:960, 1959.) 


Repeated Poisonous Snake Bites 


PARRISH AND POLLARD STUDIED the effects of 
repeated poisonous snake bites upon 14 patients 
—all of them professional herpetologists, snake 
handlers, wild animal dealers or biologists living 
in Florida. They had suffered a total of 64 en- 
venomations (see the diagram at the right). 

The poisonous snakes in the United States can 
be classified as follows: 

A. Pit vipers. 
1. Rattlesnakes. 
2. Moccasins. 
a. Copperhead. 
b. Water moccasin (cottonmouth). 
3. Pigmy rattlesnakes. 
B. Coral snakes. 

Practically all bites by venomous snakes are 
inflicted by the pit vipers. Less than 2 per cent 
of the bites are by coral snakes. 

It is estimated that there are from 2,000 to 
3,000 snake bite accidents each year in the United 
States, and during the period, 1950 to 1954, there 
were 71 deaths from snake bites. 

Three concepts are commonly held regarding 
the effects of repeated poisonous snake bites. 
They are (1) that the victim will develop im- 


GP August 1960 


munity, (2) that he will develop an allergy and 
(3) that previous poisonous snake bites will have 
no effect on the reaction to subsequent bites. 

From the study made by Parrish and Pollard 
of the 14 case histories, it was concluded that 
permanent immunity did not develop. The au- 
thors opined that the following factors may have 
accounted for that fact: 

1. Administration of antivenin. 

2. Bites by different species. 

3. Inconsistencies in the dose of venom received 
at each bite. 

4. Prolonged and irregular intervals between 
envenomations (most important). 

Thirteen of the 14 patients with repeated en- 
venomations were tested for evidence of snake 
venom allergy, and the results were positive in 
four. The authors concluded that such allergy 
would indeed make subsequent snake bites more 
dangerous, but that otherwise the severity of 
subsequent bites in nonallergic patients would 
depend upon the characteristics of the particular 
snake bite rather than the cumulative effect of 
previous snake bites. (Am. J. M. Sc., 237:277, 
1959.) 


AMONG 14 PATIENTS WITH 
REPEATED POISONOUS SNAKE 
BITES, THERE WAS A 
TOTAL OF 64 BITES, 
DISTRIBUTED AS SHOWN. 


Number of patients 


Number of bites 
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Dumping 


THE “DUMPING SYNDROME” has been encountered 
as an unpleasant result of gastric surgery. Le 
Quesne and coworkers set out to estimate plasma 
volume and to discover why some patients have 
dumping symptoms with a given decrease in 
plasma volume and others do not. They showed 
that the change in plasma volume was directly pro- 
portional to the rate at which the blood sugar in- 
creased in the first ten minutes after oral ingestion 
of a standard glucose meal. Patients with dump- 
ing symptoms were given insulin and the symp- 
toms of dumping were diminished or abolished. 

They conclude that increased blood glucose 
level was the cause rather than the effect of 
dumping. The rapid increase in carbohydrate 
accelerated the osmotic shift in fluid across the 
jejunal epithelium. They explain the wide varia- 
tion in the frequency of occurrence of the syn- 
drome on the basis of individual differences of 
postgastrectomy patients in the ability to metab- 
olize glucose after the ingestion of a carbohy- 
drate meal. (Brit. M.J., 1:171, 1960.) 


Normal Systolic Murmurs 


THE PRESENCE of functional murmurs in some 
adults has long been recognized. Of recent inter- 
est is the finding that these murmurs can actually 
be recorded from the precordium in virtually all 
normal subjects. Groom and associates made re- 
cordings in a soundproof room with a cathode- 
ray oscilloscope from 71 normal adult subjects. 
All subjects showed readily discernible murmurs 
extending through one-fourth or more of systole, 
and reproducible on repeated tracings. The point 
of maximum intensity was most often between 
the second and fourth interspaces along the left 
sternal border. The majority were of a de- 
crescendo configuration following the first heart 
sound but one-third had a diamond-type pattern. 
The intensity of these murmurs varied with posi- 
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tion and exercise but not in any diagnostic man- 
ner. The authors conclude that these sounds 
reflect the physiologic flow of blood through the 
heart and great vessels. These murmurs are al- 
most all clinically inaudible but they were clearly 
reproducible by sensitive physical equipment. 
(Ann. Int. Med., 52:134, 1960.) 


Lung Cancer among White South Africans 


DEAN was impressed with the fact that in spite 
of the knowledge that white male South Africans 
have long been the heaviest smokers in the world 
they have a relatively low lung cancer mortality 
rate. British male immigrants to South Africa 
who died between the ages of 45 and 64 had a 
much higher lung cancer rate than either white 
Union-born men or male immigrants from other 
countries for the same age group. 

Bronchial carcinoma must result from the to- 
tal effect of genetic and environmental factors, 
and it is clear that the environmental factors are 
chiefly responsible for the present high incidence 
of the disease. There is evidence from other stud- 
ies that cigarette smoking is such a factor. How- 
ever, the relatively low incidence of lung cancer 
generally found among the heavy smoking South 
African men, the higher rapidly rising incidence 
in the growing cities, and the high incidence in 
the younger age group immigrants from Britain 
found in the present study suggest that the air 
pollution which occurs in modern industrial life— 
smoke, smog, traffic fumes, ete.,—may be a ma- 
jor factor responsible for the alarming increase in 
lung cancer in South Africa and Britain and pre- 
sumably elsewhere. 

Among all three categories in South Africa 
(Union-born men, British male immigrants and 
male immigrants from other countries) the lung 
mortality rates have increased approximately 
with the level of urbanization and industrializa- 
tion. Neither the differences between the lung 
cancer mortality rates of these three groups nor 
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the urban-rural gradient can be attributed to the 
differences in smoking habits. Instead, both would 
seem to have been due to the exposure of the 
men concerned to the different degrees of at- 
mospheric pollution. (Brit. M. J., 852, Oct. 31, 
1959.) 


Coronary Hearts 


SPAIN and Bradess examined the hearts from 
medical examiner autopsies in Westchester Coun- 
ty, N. Y. They were unable to relate the degree 
of coronary atherosclerosis or thrombosis to the 
physical activity of the patient during life by 
job classification. They also conclude that, con- 
trary to what has frequently been thought, 
strenuous physical activity prior to sudden death 
from either atherosclerotic or thrombotic occlu- 
sion is not an important etiologic factor in the 
average case. 

Women tended to have more aortic and less 
coronary atherosclerosis up to the age of 50. In 
the over 50 age group, the coronary atherosclero- 
sis in the women tended to approach that ob- 
served in men. The authors believe that this 
finding supports the theory that estrogen in the 
premenopausal female protects her against the 
atherosclerotic involvement found in the male in 
increasing amount in early adult life. (Dis. Chest., 
36:397, 1959.) 


Baltic Nephritis 
SINCE 1957 there has been a remarkable increase 
in the number of persons suffering from chronic 
nephritis observed in various regions of the Bal- 
tic, particularly Yugoslavia. Milogcic reports 
some of the characteristics of this epidemic of 
renal disease in which up to 30 to 40 per cent of 
the inhabitants of a village developed albuminu- 
ria although only 1 to 6 per cent became clinically 
ill. Most of the persons attacked are adults over 
30 years of age; only 10 to 14 per cent are children 
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under 14 years of age. The onset of the attack 
is not known to about 90 per cent of the patients, 
with only lassitude, fatigue and anorexia as symp- 
toms and the albuminuria as the sole objective 
sign. The mortality rate is 3 to 5 per cent, and at 
necropsy the kidneys show interstitial chronic 
inflammation, mainly localized in the tubules. 
Extensive toxicologic, bacteriologic and virologic 
studies of these baffling cases have so far been 
uniformly negative but the disease continues in 
epidemic proportion in certain depressed areas of 
Yugoslavia, Bulgaria and Rumania. (Brit. M. J., 
1:244, 1960.) 


Endocarditis and Age 

THE CLINICAL picture of subacute bacterial endo- 
carditis in elderly persons is often confusing and 
atypical. Clinical features prominent in younger 
patients with endocarditis are either lacking in 
elderly patients or obscured by other disease proc- 
esses. Gleckler reports ten consecutive patients 
over 55 years of age who were admitted to a 
county hospital with subacute bacterial endo- 
carditis. In only three were the classic signs of 
endocarditis—fever, petecchiae and splenomegaly 
—present. The remaining cases were thought to be 
senile psychosis (three patients) and atypical 
cases of gastrointestinal disease, renal insufficiency, 
simple wasting and apoplexy. The author empha- 
sizes the importance of serious consideration of 
any cardiac murmur in the aged patient with an 
obscure clinical problem. The murmur may point 
to an underlying subacute bacterial endocarditis. 
(Geriatrics, 15:152, 1960.) 
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Recurrent Lymphangitis of the Leg 


‘YOUNG and DeWolfe discuss the syndrome of re- 
current lymphangitis of the leg associated with 
dermatophytosis. The importance of recurrent 
lymphangitis lies in the production of permanent 
lymphedema. Although this subject has been 
comprehensively discussed in the previous litera- 
ture, the diagnosis is still frequently overlooked. 
The etiology of recurrent lymphangitis of the legs 
has been variously proposed as hypersensitivity 
or secondary to a focus of infection in the body. 
The present authors call attention to the relation- 
ship of dermatophytosis and repeated attacks of 
lymphangitis. 

Acute lymphangitis characteristically occurs 
quite suddenly and includes a dull pain in the af- 
fected extremity which rapidly becomes acute. 


DIFFERENTIAL DIAGNOSIS OF INFLAMMATION 
OF THE LEG: LYMPHANGITIS WITH CELLULITIS, 
SUPERFICIAL THROMBOPHLEBITIS 

AND ILIOFEMORAL THROMBOPHLEBITIS 


Superficial Iliofemoral 
Differential Lymphangitis thrombo- thrombo- 
features with cellulitis phlebitis phlebitis 
Onset Sudden Gradual Gradual 
Fever High—up to Mild—99to Rarely more 
106°F’. 101°F. than 102°F. 

Chills Common Rare Rare 
Lymphadenopathy Common Rare Rare 
Portal of entry 

for infection Usual Rare Rare 
Palpable, in- 

flamed vein Rare Usual Common 
Red streaking 

of skin Common Common None 
Size of limb Enlarged Normal Enlarged 
Superficial veins Normal Normal Distended 
Skin tempera- 

ture of limb High High Usually normal 
Reponse to 

penicillin Rapid None None 
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There are severe shaking chills with fever as high 
as 106°F. Malaise, anorexia, headache, nausea and 
vomiting are present. The regional lymph nodes 
of the extremity often become swollen and ten- 
der. The affected lymph vessels may be visible 
as red streaks. The duration of the attack varies 
from two to 14 days and there is a characteristic- 
ally quick response to the antibiotics. The inter- 
val between the attacks may be as short as one 
week, but usually it is several months. Single at- 
tacks of lymphangitis do not result in persistent 
lymphedema. However, with each subsequent at- 
tack the edema becomes more severe and 
eventually irreversible. Thus, early recognition 
and treatment are important. Cases of acute 
lymphangitis are frequently diagnosed as throm- 
bophlebitis. The distinguishing characteristics 
are summarized in the table at the left. 

In the author’s present group of 25 patients, 
all have proven dermatophytosis. Following 
treatment, 15 have had no further attacks and 
these patients have been able to keep their feet 
free of dermatophytosis. Five patients continued 
to have attacks and still suffer from dermato- 
phytosis. The remaining five patients have been 
lost to follow-up. 

Treatment of the acute attack of lymphangitis 
consists of penicillin, bed rest, elevation of the 
affected extremities and application of warm, 
moist packs. In addition to specific therapy for 
the acute phase, it is important that edema of the 
limb be controlled. Between attacks a properly 
fitted elastic stocking is helpful. The affected leg 
should be elevated as much as possible. The con- 
trol of edema may be of major importance in 
preventing future attacks. Sources of infection 
must be irradicated, particularly when there is 
dermatophytosis. An ointment containing un- 
decylenic acid and zine undecylenate is usually 
prescribed. For the more resistant cases the new 
oral antifungal preparation, griseofulvin, is par- 
ticularly helpful. (Cleveland Clin. Quart., 27: 19, 
1960.) 
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Abortion Laws 
(American Medical Association, Miami Beach, 
June 16) ILLEGAL ABORTIONS in the United States 
may total more than 1,000,000 annually, or about 
one in every five pregnancies. “‘Laws concerning 
therapeutic abortion are outmoded and unreal- 
istic, lacking in uniformity and open to a variety 
of interpretations, causing physicians to vary 
markedly in their applications of these laws. 
While officially physicians show attitudes of dis- 
dain and aloofness; more unofficially there is evi- 
dence of considerable tolerance and acceptance.” 
More effective, uniform and realistic legal guide- 
posts or laws are indicated.—Dr. JEROME M. 
KuMMER, University of California at Los Angeles. 


Death Fears 


(Ibid., June 14) PATIENTS frequently express 
strong opinions that they will die during or from 
surgery. When they do, “an attempt should be 
made to understand these feelings, and work 
them through prior to surgery.” Some research 
indicates that powerful emotions of hopelessness 
may contribute to sudden death. Postoperative- 
ly, depression and anxiety may delay the healing 
process.—DrR. EUGENE S. TURRELL, psychiatrist, 
Marquette University. 


The Retarded Child 


(Ibid., June 13) FOR THE LESS RETARDED child, 
community day training centers which allow the 
child to live at home are probably the best 
answer. Only about 3 per cent of retarded institu- 
tionalized persons can expect to be returned to 
the community. “These patients are almost to- 
tally made up of the familial types of mental re- 
tardation, where cultural or enyironmental de- 
privation comprise the chief factors contributing 
to the retardation.” —Dr. CHARLES H. CARTER, 
Orlando, Fla. 
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The Aged at Home 


(Ibid., June 15) MENTAL VIGOR and emotional 
stability are usually benefited if elderly persons 
live in their own homes as long as possible. Con- 
tact with church, civic and old age groups needs 
encouragement, and all such measures aid in 
counteracting depression. Problems of the aged 
cannot be solved by the medical profession alone, 
but require constructive action of the entire 
society.— Dr. EWALD W. BussE, Durham, N.C. 


Shotguns and Anemia 


(Ibid., June 13) THROUGH SOME ADVERTISING, 
“the public has come to believe that the surest 
way of re-energizing tired blood is to take a vita- 
min-mineral mixture, and unfortunately many 
physicians tend to take this short cut in lieu of 
time-consuming diagnosis.” Only about 4 per 
cent of anemic patients in one series were found 
to have anemia due to vitamin deficiency, and 
specific, dramatic results were obtained only 
when the deficiency had been pinpointed and cor- 
rected. “Much precious time may be wasted 
through fruitless vitamin therapy” and “‘shotgun 
vitamin therapy for anemia.””—Dr. RICHARD W. 
VILTER, University of Cincinnati. 


Hirsutism 


(Endocrine Society, Miami Beach, June 9) STRESS 
may produce hirsutism in some women because 
they have an abnormal adrenocortical sensitivity 
to ACTH. Administration of ACTH produced a 
50 per cent higher excretion of 17-ketosteroid 
androgens in hirsute women compared with nor- 
mal controls. Some patients become hirsute fol- 
lowing emotional stress, such as termination of a 
love affair, and the stress may trigger some minor 
but basic adrenal defect.—Drs. ARNOLD M. 
MOsEs and CHARLES W. LLOYD, State University 
of New York Upstate Medical Center, Syracuse. 
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Revised Estimate 


(American Rheumatism Association, Miami Beach, 
June 11) RHEUMATOID ARTHRITIS may be six 
times more widespread among the American pop- 
ulation than has been assumed, affecting, in mild 
form at least, 15 per cent rather than 24% per 
cent. A 28-month survey covering 20 checkups on 
each of 331 craftsmen and foremen found 15 per 
cent affected by mild rheumatoid arthritis. It 
occurred most frequently in men between ages 
50 and 66.—Dr. THomas A. LINCOLN, medical 
director, Oak Ridge (Tenn.) National Laboratory. 


Arthritis and Heredity 


(Ibid., June 11) THE “‘rheumatoid factor’’ in blood 
was found to occur three to four times more fre- 
quently among relatives of arthritic patients 
than among the normal population, suggesting a 
genetic factor in the disease. The factor can exist 
in a person’s blood without his having any clini- 
cal symptoms of rheumatoid arthritis. Further 
research may show whether blood tests for the 
factor have a predictive value-—Drs. ARNOLD 
GOLDENBERG, JACQUES M. SINGER and CHARLES 
M. PLotz, Mount Sinai Hospital, New York City. 


Gold Treatment 


(Ibid., June 12) DOUBLE-BLIND, well-controlled 
studies of 200 outpatients find that gold therapy 
definitely improves rheumatoid arthritis patients 
to a greater degree than those treated only with 
aspirin or other simple supportive measures. Clin- 


ical condition of the gold-treated patients im- 
proved over a period of a year after completion of 
the treatment course, and improvement was 
noticeably greater than among controls after the 
first three months.—Dr. E. G. L. BYWATERs, 
professor of rheumatology, University of London. 


Physicians’ Hearts 


(American College of Angiology, Miami Beach, 
June 10) CARDIOVASCULAR DISEASE was found to 
be three to four times more prevalent among 
general practitioners than among pathologists 
and dermatologists who presumably are subject 
to less stress. Heart disorders were two to three 
times more prevalent among anesthesiologists 
than pathologists and dermatologists, with 1,000 
M.D.’s included in each of the four groups. 
Among laymen, heart disease was far more com- 
mon among persons holding down two jobs, work- 
ing long hours or employed in work presenting 
frustration, discontent or worry.—DrR. HENRY 
RussEK, New York City. 


Incomplete Prescription 


(Ibid., June 10) PHYSICIANS regularly advise heart 
patients concerning the work they can perform, 
but the working day covers only eight hours of 
the 24. More complete advice would concern 
solving or handling emotional problems, amount 
of exercise, even perhaps suitable vacation ac- 
tivities, for it is difficult to isolate the patient just 
to conditions surrounding his job.—Dr. LEON 
WARSHAW, Beth Israel Hospital, New York. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement or 


verification by the editorial staff. 
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Annual Report 
of the Executive Director 
1959-1960 


Presented to the Congress of Delegates 
at the 12th Annual Scientific Assembly 
in Philadelphia, March 19, 1960 


For THE 12th time and year, I am submitting the 
annual report of the executive director. These 
reports customarily include a report on member- 
ship, certain statistical data on activities of the 
staff and a brief resumé of the Academy’s pro- 
gram for the year past. In addition, I have in- 
cluded some discussion of the goals ahead, cur- 
rent issues pressing for solution and the probable 
direction of our course. 

The year just passed was like all years—and 
like no other. New issues were raised, new chal- 
lenges met. This is the story of growth and the 
mark of vitality in any organization. Happily, 
the American Academy of General Practice has 
enjoyed leadership during these critical times 
from men of vision and courage—the vision to 
face issues and the courage to meet challenge. 


Record of Achievement 


In this year’s annual reports of the Board and 
its standing commissions and committees you 
will find an impressive record of achievement. 
You will see that the Academy is dynamic, that 
it is active, and that it is constantly progressing 
toward fulfillment of goals that are just as con- 
stantly advanced. We shall never fully achieve 
our goals. As we approach them, they are ad- 
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vanced. Our chief desideratum, it seems to me, is 
to continuously redefine and delineate our goals 
so that the energies of this great and complex 
organization are not squandered on minor tar- 
gets or transient issues. 

The record of accomplishment of the 25 stand- 
ing commissions and committees of the Academy 
fills 106 printed pages. This, plus the reports of 
the three principal officers, represents a pro- 
digious amount of work. 

Committees arrive at decisions and establish 
policy on the basis of factual information, usually 
collected and submitted by members of the ad- 
ministrative staff. Once a policy of action is de- 
termined, its execution again becomes the task 
of the administrative organization. 

The reports I have just referred to contain a 
rather complete record of activities leading to 
policy decisions during the course of the year 
just passed. They become official only when ap- 
proved by the Congress of Delegates. When all 
of them are woven together, they form a fabric 
representing the Academy’s principles of policy 
on all major issues of current concern. 

Included in this report are diagrams depicting 
the process by which studies and discussions 
emerge into principles of policy. Figure 1 shows 
how the respective commissions and committees 
are related to the Board of Directors and to the 
Congress of Delegates. 

Figure 2 presents in 
visual form the func- 
tional plan of the or- 
ganization as it relates 
to the four fundamen- 
tal objectives set forth 
in the Academy’s con- 
stitution. This is pre- 
cisely the kind of plan 
any well-run corpora- 
tion develops for the 
control of its business. 
It is actually an adap- Mac F. Cahal, J.D. 
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Annual Report 
of the Executive Director 
1959-1960 


Executive Director’s Report on Membership as of December 31, 1959 


General 
Practitioners Per Cent 

Chapter Members Members Net Per Cent Under 65 of 
STATE Dues 1-1-59 Rank 12-31-59 Rank Gain Rank Gain Rank In State Potential 
Alabama $25.00 337 23 350 23 13 18 10% 4 868 40% 
Alaska 11 50 13 52 2 27 8% 13 92 14% 
Arizona 10.00 169 35 % 193 34 24 1l 9% 12 465 41% 
Arkansas 15.00 231 32 291 29 60 3 8% 15 663 44% 
California 12.00 2,758 1 2,906 1 148 1 9% 6 6,942 42% 
Colorado 10.00 291 28 321 27 30 8 9% 10 736 44% 
Connecticut 20.00 360 21 351 22 -9 35 -1% 18 1,201 29% 
Delaware 2.00 75 43 74 45 -1 30 -1% 18 168 44% 
District of Col. 5.00 59 46 67 46 8 22 9% 11 615 11% 
Fiorida 15.00 503 15 534 15 31 7 9% 6 1,592 33% 
Georgia 15.00 326 25 825 26 -1 30 -1% 18 1,130 29% 
Hawaii 5.00 83 42 87 43 4 26 9% 5 250 35% 
Idaho 10.00 159 36 159 36 0 29 0% 17 283 56% 
Illinois 20.00 1,708 2 1,726 3 18 14 10% 2 4,452 39% 
Indiana 10.00 817 7 816 8 -1 30 1% 18 1,851 44% 
Iowa 15.00 599 11 657 10 58 4 9% 9 1,061 62% 
Kansas 10.00 382 19 400 20 18 14 9% 5 826 48% 
Kentucky 20.00 505 14 544 14 39 6 9% 8 1,022 53% 
Louisiana 30.00 355 22 365 21 10 20 10% 3 1,144 82% 
Maine 10.00 128 37 133 37 5 25 10% 4 871 36% 
Maryland 10.00 241 31 253 31 12 19 9% 5 1,430 18% 
Massachusetts 15.00 482 16 476 16 6 33 -1% 18 2,729 17% 
Michigan 15.00 1,105 6 1,144 7 39 6 10% 4 2,580 44% 
Minnesota 15.00 713 9 738 9 25 10 10% 4 1,817 41% 
Mississippi 10.00 198 33 213 33 15 17 9% 8 688 31% 
Missouri 10.00 596 13 589 13 -7 34 -1% 18 1,267 46% 
Montana 20.00 103 39 102 40 -1 30 1% 18 292 35% 
Nebraska 10.00 294 27 302 28 8 22 10% 3 594 51% 
Nevada 10.00 43 47 47 49 4 26 9% 9 103 46% 
New Hampshire 10.00 89 40 98 41 9 21 9% 10 313 31% 
New Jersey 10.00 557 12 601 12 44 5 9% 8 2,780 22% 
New Mexico 10.00 84 41 85 44 1 28 10% 2 247 34% 
New York 15.00 1,708 2 1,771 2 63 2 10% 4 9,601 18% 
North Carolina 10.00 433 17 . 450 17 17 15 10% 4 1,393 32% 
North Dakota 5.00 83 42 105 39 22 12 8% 15 220 48% 
Ohio 15.00 1,662 3 1,686 4 24 11 10% 2 8,846 44% 
Oklahoma 10.00 329 24 336 25 7 23 10% 3 832 40% 
Oregon 15.00 325 26 341 24 16 16 9% 5 772 44% 
Pennsylvania 20.00 1,157 5 1,188 6 81 7 10% 3 5,048 23% 
Rhode Island 10.00 73 44 93 42 20 13 8% 16 361 26% 
South Carolina 20.00 263 29 268 30 5 25 10% 2 726 37% 
South Dakota 10.00 108 38 106 38 -2 $1 -1% 18 281 38% 
Tennessee 25.00 397 18 421 18 24 11 9% 6 1,114 38% 
Texas 20.00 1,605 4 1,612 5 7 23 10% 1 3,360 48% 
Utah 10.00 174 34 171 35 -3 32 -1% 18 336 51% 
Vermont 5.00 38 49 45 50 7 23 8% 13 202 22% 
Virginia 20.00 381 20 408 19 27 9 9% 7 1,318 31% 
Washington 15.00 602 10 620 ll 18 14 10% 3 1,256 49% 
West Virginia 10.00 249 30 242 32 7 34 -1% 18 620 39% 
Wisconsin 20.00 796 8 802 9 6 24 10% 1 1,643 49% 
Wyoming 10.00 63 45 64 47 1 28 10% 2 142 45% 
Canada 18 17 51 -1 30 -1% 18 
Canal Zone 
Philippine Islands 
Puerto Rico 10.00 40 48 50 48 10 20 8% 14 471 11% 
Foreign 10 6 53 4 -2% 19 

Totals 24,875 25,762 887 73,642 
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tation of a chart of organization developed by 
- the American Institute of Management. Frequent 
reference and strict adherence to this blueprint of 
organization helps keep us on the right track and 
also avoids the waste and confusion that come 
from duplication or discordance. 

The organization of the administration staff 
is illustrated in Figures 3 and 4. 

It is sometimes said that figures speak louder 
than words. Let me recite a few figures to illus- 
trate to you the magnitude of the job that goes 
on behind the picture you see here. As delegates 
to the Congress, representing the members of 
this great organization, you will have an interest, 
I hope, in a brief illustration of what goes on be- 
hind the scenes. 

I have tried to illustrate to you the machinery 
through which the Academy becomes a vital in- 
strument for establishing policy and taking ac- 
tion. Here are a few facts to give you an idea of 
the mechanical and administrative procedures 
involved in the executive function. 

Last year: 

We mailed over 400,000 letters from Kansas 
City Headquarters. 

This did not include more than 450,000 pieces 
of other mail such as the Headquarters Bulletin, 
printed material or contract mailing; nor does it 
include 360,000 copies of GP mailed during the 
year. In addition, we received, opened, read 
and acted upon 125,000 incoming letters and 
circulars. 

Meanwhile, 3,320 visitors called at Headquar- 
ters. They came from as close as next door and 
as far away as India, to ask about Academy 
policy or submit some kind of proposal. 

Some people prefer the phone to the mails; we 
received over 2,500 long distance telephone calls 
in the course of the year. 

This is a two-way proposition, of course. 
Members of our own staff made more than 150 
trips out of town for committee meetings, to visit 
state chapters, to obtain information or for other 
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to avoid any emulation of the Missouri River 
steamboat that used all of its steam in blowing its 
whistle and had none left over for turning the 
paddle wheel. 


Must Face Realities 


Last year in my annual report to the Congress 
of Delegates, at the close of the fabulous 50’s, 
I warned of impending new problems, new ten- 
sions and new challenges that would come as 
medicine moved into a new decade. Today these 
new problems and challenges are upon us. No 
longer may we conjecture. Now is the time of 
facing up to stern realities. 


Two questions were posed in the opening of 
my report to this body last year: 

1. Should admission criteria be raised to re- 
quire a formal residency in general practice? 

2. Should we seek the establishment of a certi- 

fying board in general practice? 
You have been informed that a certifying board 
in general practice has been formed, though with- 
out the knowledge, consent or approval of the 
Academy. 

I ventured two assertions on this subject in 
my annual report to you last year. One was to the 
effect that a certifying board outside the official 
framework created by organized medicine for 
such boards would be of no force or effect. In the 
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other, I raised the practical question of whether 
the Advisory Board for Medical Specialties and 
the Council on Medical Education of the AMA 
would approve a new examining board for general 
practice. 

In approaching the vital questions, I think it 
essential that you consider the realities of the 
situation and not be confused by wishful think- 
ing. Surely all Academy members are concerned 
with advancement in the standards of the general 
practice of medicine and surgery. The Academy 
has already achieved immense progress in this 
direction. I think extreme caution should be em- 
ployed to make certain we do not sacrifice the 
progress already achieved or the high status to 
which the Academy has risen through impatience 
or a lack of sound wisdom at this time. 

A second national association in general prac- 
tice would vastly weaken the influence of the 
American Academy of General Practice. I hazard 
the opinion that a rival national association may 
be in the making today. If general practice is to 
prosper in America, this is to be avoided at all 
costs. 

Both questions to which I have referred were 
answered by last year’s Congress of Delegates in 
the negative. But in the debate on the numerous 
questions relating to each, there was a clear in- 
dication that members of the Congress saw the 
need for separating the two and considering them 
independently. There was likewise an indication 
that substantial numbers believed the objectives 
of the second could be fully accomplished by af- 
firmative action on the first. 

A recent survey among practicing physicians 
asked the question: ‘‘What do you consider the 
most important problem confronting medicine 
today?” The reply of the majority will shock you. 
It wasn’t the Forand bill, it wasn’t third-party 
closed-panel practice, it wasn’t mounting mal- 
practice suits. The answer: Jurisdictional dis- 
putes within the profession! 

There is nothing more I can say or any more 
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factual material I can bring to bear upon the 
pressing problems I outlined last year. We are 
concerned here with the nature of the family 
physician, not of yesterday, nor of today—but of 
tomorrow. 

I remind you again that surveys by accredited 
agencies have shown that four out of five Ameri- 
cans have a family physician to whom they turn 
first when they are sick. This is a gratifying 
finding, but it is also challenging. It emphasizes 
a solemn obligation of the American Academy of 
General Practice. 

It is our obligation, above all else, to supply 
the demand of 180 million Americans for a con- 
tinuing supply of competent, well-trained family 
physicians. 

No other group—no other organization—can 
fulfill this obligation. It seems to me we can make 
this categorical statement secure in the confi- 
dence that it is irrefutable. 


Reaffirm Faith in Drug Industry 


Before closing, I would remind you that this is 
an election year. In our preoccupation with juris- 
dictional conflicts within the medical profession, 
we should be foolhardy indeed if we neglected the 
relentless pressures of those whose political ambi- 
tions are firmly rooted in the soil of socialism. 

The bitter attacks upon our system of medical 
practice waged by the Wagners, the Murrays, the 
Dingells, and more lately by Representative Fo- 
rand, are now turned upon our friends, the phar- 
maceutical manufacturers. 

You have seen, I am sure, the attacks upon this 
great industry in magazines such as The Saturday 
Review and the sensational headlines emanating 
from Washington. They will recall to your mind 
similar attacks upon the medical profession, and 
the magazine articles which, based upon the 
flimsiest conclusions, have had the effect of un- 
dermining the confidence of the people in their 
doctors. 
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The 138 manufacturers of pharmaceutical 
preparations in this country, together with 9,000 
hospitals, 53,000 retail pharmacies and 160,000 
practicing physicians are part of a miraculous 
team. Out of this intricate mixture of public serv- 
ice and profit emerges the proposition that never 
has any people on the face of the globe had a 
greater medical care bargain than Americans. 

Hand in hand with private practicing physi- 
cians, the pharmaceutical industry has spent 
nearly a billion dollars for research in the past 
decade. Behind every new preparation there is an 
average investment of $2 million. Successful com- 
panies have made profits for the stockholders who 
advanced the capital to finance such bold enter- 
prises. Surely there is no finer example of en- 
lightened capitalism in the world than is to be 
found in the records of the familiar company 
names making up this great industry. 

There has been no missile gap in pharmaceuti- 
cal research in America! 

As a result of advances in medicine and 
pharmacology, more than three million people 
living in this country today would be dead if the 
nation’s mortality rate had remained constant at 
its 1987 level. 

But, under the investigatory powers of the 
Senate Committee on Antitrust and Monopoly, 
and under the curiously alien theory that the 
making of profits is a venal sin against humanity, 
the leaders of the pharmaceutical industry, most 
of whom I am proud to count as good friends, 
have been called down to Washington and un- 
mercifully chastized for what amounts to their 
successes. 

You will recognize a familiar ring in the ery of 
political zealots that “medical care costs too 
much.” Yesterday it was the doctors; today it is 
the drug manufacturers who feel the sting of 
their attack. 

It is futile to proclaim that every major ad- 
vance in medical technique or pharmacologic 
development has brought astronomic dollars- 
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and-cents saving to the American people. Indus- 
try representatives who expected to assist Sena- 
tor Kefauver and his committee in a fact-finding 
inquiry have faced instead a biased and dis- 
torted inquisition. They have been compelled to 
defend a practice that is as much a part of Ameri- 
ca as inside plumbing, baseball, ice cream and 
the Fourth of July, i.e., the protection of their 
products through registration of a trade name. 

Inasmuch as we are all in the same boat, so to 
speak, it seems to me that the least we can do is 
to extend to these friends and teammates of 
medical men an expression of confidence and good 
will. Personally, I deplore the occasional edi- 
torial appearing in medical journals which adds 
an arrow to the slings of criticism currently being 
hurled at the pharmaceutical industry. 

The American Academy of General Practice 
can be proud, I think, that its Board of Directors, 
as far back as 1954, expressed its confidence and 
respect for our friends, the pharmaceutical manu- 
facturers, by adopting the following policy state- 
ment: 

“The Board of Directors of the American 
Academy of General Practice recognizes that re- 
search in pharmacology, development of new 
drugs and promotion of new forms of treatment 
by the ethical pharmaceutical manufacturers of 
America has been of vast assistance to the medi- 
cal profession in its traditional endeavors to ren- 
der the highest quality of medical care at the 
lowest reasonable cost. The Academy recognizes 
that the adoption of trade names and the legal 
protection thereof is an essential part of the 
system of free enterprise under which American 
medicine and American drug manufacturers have 
achieved the finest quality and the best system of 
medical care in any part of the world. Any action 
to discourage the use of trade names in prescrip- 
tion writing would tend to interfere with the 
growth and advancement of pharmaceutical re- 
search and progress in medical treatment.” 

The intent and purpose of this resolution has 
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never been altered and I cite it here to simply 
reaffirm the Academy’s faith and confidence in 
the pharmaceutical industry. 

As the tempo of political activity climbs to- 
ward its election year crescendo, we may well 
find that the pharmaceutical industry was sim- 
ply the first of others on the health team who will 
be called to face what amounts to a political in- 
quisition. I was present during the drug industry 
hearings a few weeks ago. I came away convinced 
that relative degrees of innocence or guilt are 
matters of little importance when a more subtle 
political motive must be served. 

A month ago America celebrated the birthday 
of one of its greatest leaders. It is appropriate, 
it seems to me, to recall the words of Abraham 
Lincoln: 

“Our reliance is in the love of liberty which 


God has planted in us. Our defense is in the spirit 
which prizes liberty as the heritage of all men, 
in all lands everywhere.” 

With this sobering reflection we can approach 
the problems requiring major decision here with 
the confidence that comes to men of good will. 
Here on the threshold of a new decade, there open 
before us new areas of usefulness, new avenues 
for progress and new opportunities for service 
to medicine and to mankind. 

You who will determine the answers to the 
questions before you will need to summon all the 
wisdom you can command. The questions are 
complex and difficult. The problems are real. 

As you resolutely approach them I commend to 
you a line from Oliver Goldsmith: 

“Wisdom makes but a slow defense against 
trouble—but at last a sure one.” 


The Most Dangerous Place 


DESPITE increasing automotive and air power, the 
most dangerous place to be is the home. Some 28,000 
lives are lost annually in home accidents, accounting 
for nearly one-third of all accidental deaths. 

Falls account for the largest portion of home 
deaths. In a Metropolitan Life Insurance Company 
survey of policyholders killed at home in 1956 and 
1957, falls were responsible for half of the 1,468 home 
accidents studied. Fires and other burns claimed an 
additional one-fourth of the total. The remaining 
deaths were attributed to poisoning and injuries 
from firearms. 

A majority of the fall victims were elderly persons. 
One-third were 45 to 64 years old and about half were 
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65 to 74 years old. Most falls were on steps or stairs 
but one-sixth of the victims slipped while either 
walking around a room or going from one room to 
another (on the same level). Falls from windows, 
ladders, roofs, porches or beds were also responsible 
for a number of fatalities. 

Fires and burns accounted for 401 of the 1,468 
deaths, and the majority of deaths resulted from 
burning of the home. Men were the primary victims 
of fires caused by smoking and explosion of cooking, 
water-heating or space-heating equipment. More 
women were killed by burns from clothing that 
caught fire. 

Gas poisoning was responsible for 6 per cent of 
deaths in the survey. The majority of deaths caused 
by liquid or solid poisons was due to an overdose of 
barbiturates, bromides and similar products. 
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Consolidating Patient Records 


ARE FALSE FEARS holding you back from more 
efficient bookkeeping? Do you, for example, look 
on a change from tedious manual billing as anoth- 
er breakdown in doctor-patient relationship? And 
what about office personnel? Wouldn’t mecha- 
nized procedures require more skilled and higher 
salaried help? 

Doctors who have turned to modernized book- 
keeping and filing equipment say such fears are 
myths. The change in most cases had an opposite 
effect: It boosted office efficiency; patient good- 
will was enhanced rather than impaired, and pay- 
roll costs were reduced rather than increased. 

Take the case of Drs. Wendell R. Coffelt and 
Francis E. Riordan of Burbank, Calif. They have 
gone a step further than most physicians in 
streamlining office procedures. 

Financial and medical records are now consoli- 
dated in a single filing system. They use an elec- 
tric accounting machine. Statements are prepared 
simultaneously with ledger entries and notations 
on the daily control sheet. 

Billing no longer is a dreaded end of the month 
chore. In a matter of minutes a secretary can pull 
prepared statements from files. No time or mo- 
tion is lost thumbing through cards of all patients. 
Signals highlight those patients with unpaid bal- 
ances. 

Dr. Coffelt started setting up the system eight 
years ago, before his association with Dr. Rior- 
dan. “Preparing statements was such a head- 
ache,”’ he recalls, ‘that I knew there had to be a 
simpler way.” 

Today the two physicians send out 800 to 1,000 
statements monthly, an almost three-fold in- 
crease over the total when the system was in- 
stalled. . 

“Under our old system,” Dr. Coffelt said, “‘we 
would have to bring in somebody to help get out 
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The office assistant makes out statements and ledger entries 
simultaneously. The forms include a charge slip and a 
monthly file heading on which flags are set showing if a bill 
is to be sent out that month. 


the statements at the end of the month because 
our secretary also had to keep up with the daily 
records. It would require the services of another 
person for at least three or four days full-time. 

“‘Now it is all done by our secretary. She works 
it in during the month, typing statements as pa- 
tients come in.”’ Billing is then simply a matter of 
pulling prepared statements from the files and 
mailing them. 

Equipment and approximate costs include a 
Remington Rand accounting machine, $1,100; 
four fire-resistant safe-ledger trays, $1,600, and 
eight “‘Kolect-A-Matic”’ units, $1,600. The ma- 
chine was installed first. Later two of the files 
were ordered, then the others were purchased. 


Accuracy, Speed and Safety 


What does Dr. Coffelt consider the major ben- 
efits from the investment? 

“T think number one is accuracy,”’ Dr. Coffelt 
said. ‘‘Number two is speed in pulling and filing 
charts, and number threeissafety. By that I mean 
two things: One is safety against loss of records 
by fire, the second is control over accounts. 
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Consolidating 
Patient Records 


“You have a daily control sheet, so that at the 
end of the day you can check on the money that 
has come in and gone out. At the end of the day 
you know not only what your balance due is for 
that day, but for the year to that point. You have 
perfect control.” 

A two-copy charge slip designed by Dr. Coffelt 
provides even greater control. The patient’s name 
is entered on the numbered slip as soon as he 
comes into the office. He carries it to the doctor. 

On the slip (which contains a carbon insert) 
the doctor writes what services were performed— 
office visit, injection, laboratory or other. One 
copy is given to the patient; the other goes to the 
secretary, who posts the data on the machine. 

“Tf her records don’t balance, or something is 
off at the end of the day,” Dr. Coffeit explained, 
“‘we’ve got a second check besides our day sheet. 
We've got the charge slips.” 

Cash payments do not throw off the simul- 
taneous entry system. The prepared statement 
remains in the machine. Cash payments are en- 
tered as credits on the statement. The statement 
is returned to the file and is kept there indefinite- 
ly so long as no balance is due. 

“Tf it is an insurance case,” Dr. Coffelt said, 
“and we are asked for a copy of the statement, we 
just give them the prepared one from the file.” 

With the machine, entries can be drawn up in 
informal style. “I like this better than a coded 
system,” Dr. Coffelt said, ‘because you can pre- 
pare an explanatory statement. Our girl, for ex- 
ample, types in ‘Office visit for Tom,’ or ‘Polio 
shot for Tom,’ or ‘Minor examination for Jim.’ 
These forms are very simple and are easier for the 
patient to understand.” 

The signaling system to show unpaid balances 
was started in connection with a feeder plan. 
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Originally, a patient was permitted to pay a flat 
$100 fee for the first 12-months’ care of a child 
over a staggered period. Payments were made 
every two or three months. 

Later the plan was amended. Now, payments 
must be made in full after four months. Signals 
in the top visible edges of the “‘Kolect-A-Matic” 
pockets are moved to the month when a payment 
is due. A quick glance down these pockets shows 
those which are overdue. 

The files are maintained alphabetically under 
the name of the father. There is only one file per 
family. Drs. Coffelt and Riordan, in a sample 
survey once, discovered their patients average 
more than three children for each family. The 
single family file saves time and space. 

Filing time is reduced 50 per cent by keeping 
both medical and financial records in the same 
file, Dr. Coffelt estimates. 

To keep files from becoming too bulky, only 
one history form is maintained. When the form 
is filled, it is moved into an overflow folder. But 
for about half of the patients, complete histories 
are in the consolidated files. 

“We don’t have to draw from the overflow 
folder on the other patients every time they come 
in,”’ he said. “If during the examination there is 
something I want to look back on which is not on 
the current medical record, I ask the girl for the 
older record. Otherwise, it is never drawn.” 

The dual filing also enables a receptionist or 
nurse to handle telephone queries in a minimum 
of time. 

“Suppose someone calls in and wants to know 
when their child had his booster shot,”’ Dr. Coffelt 
said. “The girl can hold onto the telephone, reach 
into the files, pull the chart and say, ‘Why Steven 
had his shot in 1958.’ ”’ 
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Save Money by Shopping for a Loan 


ALLAN J. PARKER, LL.M. 


ARE YOU in the market for a loan—especially for 
expanding your home or office? In the easy-credit 
days of 1960, two out of every three American 
families are using somebody else’s money that 
they have borrowed for a worthwhile purpose. If 
you are looking for a loan, first find out what to 
do—and what not to do. 

Suppose that you want $5,000 to expand your 
office by adding a bathroom and air condition- 
ing. On an assumed taxable income of $14,000 
per year, you conclude that you can more or less 
comfortably repay $100 per month plus interest. 
How can you finance this improvement on the 
most favorable terms? 

First, you may ask, should you borrow at all 
before scraping the bottom of your own financial 
resources? Of course, the answer to this question 
depends on your own circumstances. But often 
even though you own stocks that may be worth, 
say $5,000, you still would do better to borrow 
rather than to sell your stocks and use the mon- 
ey for your improvement program. Why? Taxes 
are one good reason. If your stocks have gone 
up in value, as many sound investment stocks 
have in today’s rising market, if you sell you 
will have to pay a capital gains tax. Assuming 
that some day you will eventually replace these 
stocks or their equivalent, this tax just adds 
an unnecessary cost to your financing. 

In addition, dividends on jointly-owned stock 
are not taxable up to $100 a year. Interest on a 
loan, on the other hand, is deductible. Thus, in a 
30 per cent tax bracket, 4 per eent in dividends 
received nearly equals 6 per cent in interest paid. 

Do not overlook this practical reason for hold- 
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ing on to your investment in sound stocks: This is 
the beginning of your saving for future security. 
For a physician who does not have the enforced 
savings of a corporate pension plan, one of the 
hardest things to do in today’s inflation-riddled 
economy is to lay aside money for the future. 
Your stocks might be replaced—but they might 
not. Ninety-nine per cent of all bank loans, on 
the other hand, are repaid. And when your loan 
is paid, you will still have the stocks. 

To some extent, the same reasoning holds with 
respect to borrowing against the cash values of 
your life insurance. On the plus side, an insur- 
ance loan is inexpensive. For GI policies, the 
interest rate is only 4 per cent a year. There are 
no hidden costs (such as attorney’s fees) in ob- 
taining the loan and the insurance company 
cannot turn your application down. Moreover, 
since the company knows that it will eventually 
be repaid when you die or cancel the policy, 
there is no fixed obligation to pay the principal 
of the loan back at any time, so you will not be 
annoyed by collectors or monthly statements. 

But this agreeableness on the part of the com- 
pany about pushing off repayment may mean 
that the loan never is paid—until it is taken out 
of the insurance proceeds going to your family at 
a time when they may least be able to afford this 
drop in their insurance protection. 

Even if you have $5,000 in a savings account, 
for the same reason, you might do well to borrow 
for home improvements and leave the money in 
the account. For most of us a savings account is a 
short-range defensive fund against such hidden 
emergencies as injury or disability. It is what a 
businessman would call working capital, not to 
be tied up in a long-term expansion project. Some 
savings banks will even let you borrow directly 
from them at a relatively low interest cost. 
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Shop Around 


If you decide to obtain a loan, it is worth a lit- 
tle of your time to shop for the best possible loan. 
A variety of financial institutions want to make 
loans, and are no more doing you a favor in doing 
so than the grocer is when he sells you a pound of 
sugar. Lenders, like grocers, compete with each 
other in terms of speed, convenience, privacy, 
size of loan available, collateral required and, 
above all, cost of loan. 

When you consider the cost of a loan, you 
usually think of the interest charges first. But do 
not stop there. Legal fees, investigation costs, 
life insurance and service charges are all part of 
the cost of the loan to you, even though some of 
these might not even be deductible for tax pur- 
poses as “‘interest.’’ For example, at first glance it 
might seem a good idea to refinance an existing 
mortgage on your home, increasing it by $5,000. 
But this move (assuming it could be done in the 
first place) might involve the extra cost of draw- 
ing a new mortgage, making a new title search, 


perhaps obtaining title insurance—all possibly 
adding up to several hundred dollars. Also, if the 
mortgage is an old one, today’s rates of mortgage 
interest are much higher than they were ten 
years ago. Or, if a finance company, for example, 
advertises ‘bank rates’’ of interest, look for the 
fine print on other charges, such as “service.” 
And even “‘bank rates’”’ of interest have to be 
checked out. Specifically, if a loan is offered to 
you at 6 per cent, ask whether this means 6 per 
cent “true” interest or 6 per cent “discounted” 
interest. If a 6 per cent “discount” rate is 
charged, it means the lender deducts interest 
from the loan in advance. You receive $930 and 
agree to pay back $1,000 in twelve equal monthly 
installments. Your effective interest rate is not 6 
per cent. While you are paying $60 for the use of 
$1,000 for a year, you do not really have the 
$1,000 for the full year, only for the first month. 
For the second month, you have the use of only 
about $917. For the whole year you have on the 
average the use of about $500. Thus, your true 
interest rate is nearly twice 6 per cent, or, ac- 


_ 


It is worth your time to shop around for the best possible loan. 
A variety of institutions want to make loans and they compete 
with each other for the best terms. 
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cording to the formula some banks use, about 
11.1 per cent. The courts have ruled, incidentally, 
that a discount of this nature does not violate the 
laws against usury or charging excessive rates of 
interest. 

Aside from such nonprofit organizations as 
credit unions, which normally grant only fairly 
small loans, available sources of loans can be di- 
vided into two categories: banks, or savings and 
loan institutions, which are lending depositors’ 
money; and finance companies, which are lend- 
ing stockholders’ money, or money which they 
themselves have borrowed from banks at the risk 
of stockholders. Thus, commercial finance com- 
panies or small loan companies (which are big 
business) can make somewhat riskier loans than 
a bank. Operating costs of these organizations, 
however, are higher because the type of loan 
they make requires extensive credit investigation 
and, possibly, high collection expenses. Thus, 
their actual effective interest rates, including all 
costs, are almost always much higher than a 
bank’s. 

Normally, these organizations do a large busi- 
ness with wage earners or office workers to whom 
a bank might hesitate to lend depositors’ money 
under some circumstances. Depositors in banks 
do not normally believe that they are engaging 
in a high risk enterprise when they put money 
in the bank. Stockholders in finance companies, 
to some extent, do. Therein lies the difference. 

In the light of the admittedly higher costs of a 
finance company loan, banks several years ago 
wondered why relatively prosperous executives 
or professional men, including physicians, took 
their loan business to finance companies. Finan- 
cially, it did not make sense. Psychologically, it 
did. As one doctor explained it: “Going to a bank 
for a loan makes me feel like I did when I had to 
ask my father for my allowance in advance when 
I was a child. The bank wants to’ know all sorts of 
details about my personal and financial history. 
Going to the finance company, I feel as though I 
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To get a secured loan, life insurance, stock and bank accounts 
are the most acceptable bank collateral. 


am touching an old friend for a loan. If it costs a 
few dollars more, it’s worth it.” 

Many modern banks took heed. They replaced 
iron grill work and marble-top counters with 
tables, fresh flowers, and carpeted floors. They 
tried to create images of the “friendly bank 
around the corner.’”’ And, above all, they greatly 
expanded their personal loan departments, mak- 
ing loans on signature only, without security and 
without endorsers. 


Secured Loans 


It is a well-known truism among bankers that 
collateral is never a substitute for character. 
Nevertheless, where a bank can, it attempts to 
take security on a loan because it gives, they 
find, added insurance of prompt voluntary pay- 
ment without having to resort to collection 
measures. Even a number of collection letters and 
telephone calls take enough employees’ time to 
trim the profit on a loan. Where a bank has to sue 
in court, even though it eventually recovers 
principal and interest in full, it regards the ex- 
penditure of time and money in collection as 
making that loan unprofitable. 
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Save Money 
by Shopping 
for a Loan 


But, profitable or not, banks eventually expect 
loans to be repaid and will pursue defaulting 
debtors relentlessly, in many instances without 
regard to whether the pursuit is strictly worth- 
while from a monetary point of view. This, also, 
they hope, convinces the small class of defaulting 
debtors that banks do not give up depositors’ 
money easily, and loans had better be paid 
sooner than later. 


Acceptable Collateral 


For this reason, a secured loan will generally 
bear a lower interest rate than an unsecured one. 
What is acceptable bank collateral? Life insur- 
ance, which will be taken as collateral at vir- 
tually its cash surrender value; listed stocks, 
which will be taken at about two-thirds of value, 
and bank accounts, which will be taken at every 
penny of dollar value as these are essentially 
cash. Since you will eventually get your security 
back if the loan is repaid, these assets might well 
be pledged for a loan rather than sold. 

An FHA home improvement loan is not ex- 
actly secured, but the government guarantees 
part of it, equally decreasing the bank’s risk. 
This loan can be for as much as $3,500, to be 
paid off in not more than five years. Its purpose 
is limited to financing permanent structural im- 
provements to a house. A new roof qualifies; a 
swimming pool does not. 

But even where collateral is not available, a 
physician recognized by banks to be in a class of 
estimable integrity and solvency can often obtain 
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an unsecured personal loan on favorable terms 
where other candidates for the same loan would 
fail. A favorable credit rating of this sort is a 
valuable asset—to be used when necessary. 

The latest development in the bankers’ unse- 
cured personal loan field, known as “check 
credit’”’ or some variation thereof, lets a borrower 
establish a revolving credit. He simply may draw 
checks against his account up to the limit of his 
credit for any purpose without the formality of 
reapplying or signing a new note. Check credit is 
a method of having a continuing supply of credit 
combined with the convenience of a checking ac- 
count. Monthly payments in reduction of the 
loan, of course, are required and the maximum 
check-credit allowable is usually 12 times the 
amount that can be repaid each month. Interest 
charges in most banks are about 6 per cent, but 
discounted for an effective rate of more than 11 
per cent. 

If you are in the market for a loan, remember 
these points: 

1. It is often worth taking a bank loan for an 
expansion project to avoid having to sell other 
assets for tax and personal financial reasons. 

2. Shop around for a loan. Lenders compete 
with each other. 

8. Take the highest, and, therefore, usually 
the least expensive, form of credit that you can— 
a bank loan over a finance company; a secured 
loan over a personal loan. 

4. Do not ignore your enviable credit standing 
as a doctor with most banks and other financial 
institutions. 
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Poisonous Amphibians and Reptiles. 

By Floyd Boys, M.D. and Hobart M. Smith, PH.D. Pp. 149. 

Price, $4.75. Charles C Thomas, Springfield, Ill., 1959. 

I reviewed this brief introductory study of poison- 
ous amphibians and reptiles while I was enroute to 
a football game. It was with pleasure that my wife 
read and reviewed this book with me while we were 
driving. Some of the rather detailed classifications 
of amphibians and reptiles are of no interest to the 
practicing physician. I believe, however, that the 
geographic location of the physician may be perti- 
nent in the choice of this book for his personal 
library. In certain sections of Nebraska, for instance, 
Poisonous Amphibians and Reptiles should be on the 
bookshelf of every general practitioner. It may, in 
emergency, serve as a desirable reference. 

I was especially interested in the nature of the 
poisons and the method of introduction into the 
victim. Complete description and instructions on 
first-aid methods are included in the context. Many 
superstitions are refuted. 

I recommend this text to every physician who 
might be called upon to treat a victim of snake bite. 

—C. R. BROTT, M.D. 


Poliomyelitis. Fourth International Poliomyelitis Conference. 
Pp. 684. Price, $7.50. J. B. Lippincott Company, Phila- 
delphia, 1958. 

THIS is a day-to-day report of the International 

Poliomyelitis Conference held in Geneva, Switzer- 

land, in July, 1957. 

The first section of the book is devoted to the 
delegates’ reports on immunization programs with 
poliomyelitis vaccine in various sections of the world. 
These reports include charts and statistical studies 
of results as well as population studies of susceptibil- 
ity. Several chapters present studies on other enteric 
viruses—the ECHO group and the Coxsackie virus— 
their appearance in the tested population and the 
clinical syndromes connected with them. Much dis- 
cussion is included. Many studies are given as labo- 
ratory data pertinent to the growth and isolation of 
these viruses. 

The remaining portion of the book deals with the 
problems posed by clinical cases. Chiefly these are 
diagnosis, respiratory aid, treatment and multifacet- 
ed care of patients stricken by poliomyelitis. Reports 
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on these topics are made by schools and universities 
throughout the world and discussion of each paper 
is recorded. 

The report is minutely detailed and becomes tedi- 
ous to the average student. To individuals and insti- 
tutions doing investigative work in virus disease, the 
book offers considerable valuable information as 
well as the personal comments of many workers in 
this field. —FouNT RICHARDSON, M.D. 


Handbook of Poisoning: Diagnosis and Treatment. 

2nd ed. By Robert H. Dreisbach, M.D. Pp. 467. Price, $3.50. 

Lange Medical Publications, Los Altos, Calif., 1959. 
TuIs handbook, which can easily be slipped in the 
coat pocket, reminds one of the Handbook of Chemis- 
try and Physics or the Merck Manual. The author 
states that its purpose is to provide a concise sum- 
mary of the diagnosis and treatment of ciinically 
important poisons. This it does, and much more. Its 
six sections, with 37 chapters, deal not only with agri- 
cultural, industrial, household and medicinal hazards 
but also with hazards due to plants, fish and animals. 
Emergency management, with diagnosis and evalua- 
tion of poisoning, is outlined in great detail. Preven- 
tion of poisoning and the medical and legal responsi- 
bilities of the physician are discussed. The book 
describes the surgical anatomy and technique of 
tracheotomy and the treatment of cardiac arrest, 
congestive heart failure, shock, liver damage, renal 
failure, blood dyscrasias and numerous other effects 
of poisoning. Artificial respiration, resuscitation and 
oxygen administration are thoroughly explained, 
with complete directions for the assembly, operation 
and maintenance of more than 20 types of resuscita- 
tors and respirators. 

This book should be in the hands of all physicians, 
especially those in general, family or industrial prac- 
tice. It should be in pharmacies and hospital emer- 
gency rooms, in industrial dispensaries, in police and 
fire departments. Certain chapters would be of great 
aid to fishermen, hunters, botanists and entomolo- 
gists. 

The person who buys this book should first spend 
at least one hour familiarizing himself with its con- 
tents and many tables. Then if kept readily available, 
it will prove a valuable asset to its owner. 

—ALBERT S. DIX, M.D. 


155 


: 
het 
ay 
a 


® Russian investigators have found that 
treatment with artificial sleep can rejuvenate 
animals. One dog, ‘‘naturally’’ senile, was 
restored to vigor through sleep; rats and 
monkeys made prematurely senile through 
exhaustion of the cortical cells were also 
rejuvenated by sleep. 


# A new electronic device has been invented to 
simulate the sound of falling rain. This is the 
most hypnotic of all sounds—according to 
the manufacturer. 


# ‘‘Sleeping at Church ; or How to Avoid It”’ 

was a matter of comment in The Boston Patriot 

in 1813. ‘‘.. . notwithstanding the previous 
determination to be attentive . .. sleep with all 

its alluring and irresistible enticements will 
occasionally overtake and as certainly over- 

power. ...’’ The remedy: ‘‘.. . use of that 
ENLIVENING and highly approved, Aromatic, 
Fragrant Composition called ‘HEAD-ACHE SNUFF.’ ”’ 


Whenever sleep is the immediate need, preseribe 
Lotusate®. This somnifacient brings sleep in 

from fifteen to thirty minutes—sleep that lasts 
for six to eight hours. Patients awaken refreshed, 
without lethargy. Lotusate looks different in 

size, shape and color. Its slender purple Caplets® 
will be a welcome change to the patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate, intermediate-acting 
barbiturate, available in 
Caplets of 120 mg. (2 grains) 
for insomnia. 


Lotusate (brand of talbutal [5-allyl- 
5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 
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Practitioner’s Bookshelf 


Early Diagnosis. 

Edited by Henry Miller, M.D. Pp. 375. Price, $6.50. Wil- 

liams & Wilkins Company, Baltimore, 1959. 

THIS book contains 25 chapters covering some of the 
commoner diseases encountered in general practice. 
Early Diagnosis, written by various authors and 
edited by Dr. Henry Miller, a British neurologist, 
stresses the importance of recognizing early signs 
and symptoms in certain diseases. The manner in 
which some of the authors point out the key signs and 
symptoms of a disease marks them as astute clini- 
cians who have developed their diagnostic acuity at 
the bedside and on the wards rather than in the 
laboratory. 

Differential diagnostic signs of many diseases are 
well documented in a concise manner which should 
appeal to the busy general practitioner. I especially 
recommend this book to the young family physician 
who has been in practice less than ten years. Others 
will find the book a pleasant, readable review of 
knowledge they have possessed for a long time and, 
perhaps, of some things that they may have for- 
gotten. —H. E. DRILL, M.D. 


Current Medical References. 

Edited by Paul J. Sanazaro, M.D. Pp. 535. Price, $3.50. 

Lange Medical Publications, Los Altos, Calif., 1959. 
How often in preparing a case for presentation at a 
hospital conference have we wished for ready refer- 
ence material ay plicable to the case in question? This 
handbook is one answer to the problem. The authors, 
all members of the faculty of the University of Cali- 
fornia School of Medicine, San Francisco, have gath- 
ered together under many categories what they con- 
sider the most significant references to the literature 
of the past 20 years in the field of clinical medicine. 
(Most of the references, however, do not go back 
more than five years.) 

References include reviews, books and monographs 
as well as original articles. In some instances there is 
a short editorial comment, such as on the Framing- 
ham study of coronary heart disease, where the com- 
ment is, “An important controlled study relating 
serum cholesterol and hypertension to coronary heart 
disease.” The authors have, as far as possible, in- 
cluded only those references that are accessible in 
hospital or medical society libraries. 
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The editor readily admits that there are many 
shortcomings to a listing of this type, yet the book 
does fill a definite need for source material in prepara- 
tion for a medical conference or as a starting point in 
a review of the literature on a particular subject. It 
does not replace surveys such as the Annual Review 
of Medicine, which gives the gist of medical advances 
in various fields during the previous year, nor does it 
replace a well-written, comprehensive monograph. 
The short comments with the references do not in 
any sense give the same information as the abstracts 
contained in medical journals (Tips from Other 
Journals in GP) or the material found in the Year 
Books. 

This book has a restricted field of usefulness. How- 
ever, if used for its intended purpose, it can be a 
great help. —ARTHUR C. DEGRAFF, M.D. 


J. M. Charcot: His Life and Work. 

By Georges Guillain, M.D. Edited and translated by Pearce 

Bailey, M.D. Pp. 202. Price, $7. Harper & Brothers, New 

York, 1959. 

THIS small book by Georges Guillain, M.D., edited 
and translated by Pearce Bailey, M.D., is a history 
of Paris as well as a biography of Charcot, acclaimed 
as the founder of neurology. 

The Salpétriére began in the seventeenth century 
as a Paris asylum for the detention of beggars, old 
women and prostitutes and for the incarceration of 
insane women, thieves, adulteresses and murderesses. 
In the nineteenth century, it was transformed by the 
indomitable direction of Charcot into the world’s 
greatest center for clinical neurologic research. 

Charcot had both a tough and a tender side to his 
character. The former expressed itself in the strict 
father, the austere professor who became the supreme 
power in the faculty of medicine in Paris and the 
imperious chief of service, such a slave to punctuality 
that he was called the “Caesar of the Salpétriére.” 
His tender side revealed itself in his devotion to home 
and family and to the entertainment of his guests. He 
was sentimentally attached to his students. He was a 
lover of music and had a compassionate affection for 
animals of all kinds. 

Charcot was immovable in his intellectual honesty 
and in his dedication to his pupils and colleagues. 
Each year was for him a year of new discovery. 
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Heavenjin the lotus 


To the pious Thai people, ponds of lotus in the King’s 
Park near Bangkok suggest heaven. The symbolic 
lotus is sacred and powerful to them. Lotusate, name 


inspired by the lotus flower, gives earthly restorative 
sleep to patients who need it. 


Lotusate, intermediate-acting barbiturate, developed 
by Winthrop Laboratories after thorough research and 
clinical trial, stops insomnia and brings needed sleep — 
without lethargy. It induces sleep in from fifteen to 
thirty minutes — sleep that lasts a natural span of six 
to eight hours. Its different appearance, slender purple 
Caplets®, will be a welcome change to the patient. 


Whenever sleep is needed — for hospital patients, 
elderly patients, travelers, or driving, energetic 
business or professional men, prescribe Lotusate. 


Brings sleep— without lethargy 


Lotusate available in purple Caplets ‘ 

of 120 mg. (2 grains) for insomnia. 

Lotusate (brand of talbuta! [5-allyl- 

5-sec.-butylbarbituric acid] ) and LABORATORIES 


Caplets, trademarks reg. U. S. Pat. Off. New York 18, N. Y. 
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protection 
against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies... aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 


| PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


Practitioner’s Bookshelf 


Many neurologic conditions were first studied, 
proved and described by Charcot. 

Although not an orator, Charcot was a superb 
teacher. His tireless preparation, his simplicity and 
clarity of diction, his clever illustrations and his 
ability to mimic and dramatize classic neurologic 
syndromes more than made up for his lack of oratori- 
cal ability. He was the foremost investigator, author- 
ity and teacher of neurology of his time. Students 
and patients came to him from all over the world. 

Some of his outstanding attributes showed Charcot 
to be reserved, austere, broadminded, tolerant, ex- 
tremely patriotic, forgiving, always thoroughly pre- 
pared for his lectures and punctual. He was a lover of 
music and a great reader of ancient and modern liter- 
ature. 

Charcot was born in 1825 and died in 1893. He was 
surely one of the greatest medical investigators of all 
time. His influence on his pupils, many of whom be- 
came famous, is still felt in our generation. Every 
physician will enjoy and benefit from reading Guil- 
lain’s Charcot. —U. R. BRYNER, M.D. 


Practitioners’ Conferences. 

Vol. 7. Edited by William J. Grace, M.D. Pp. 275. Price, 
$6.75. Appleton-Century-Crofts, Inc., New York, 1959. 
THE 1959 Practitioners’ Conferences is the seventh 
volume resulting from the conferences on diagnosis 
and treatment in medicine held at the New York 
Hospital-Cornell Medical Center. These meetings 
are widely known and have been well received by 
physicians for many years. Individual conference dis- 
cussions have been published in medical magazines 
and many physicians look forward to reading them. 

The editing of the book series was first done by 
Dr. Claude E. Forkner, the originator of the con- 
ferences. Volume 7 is edited by Dr. William J. Grace, 
professor of clinical medicine at New York University 
School of Medicine. 

Dr. Grace has done an excellent job in editing this 
volume, which contains panel discussions on 13 
topics. They are: surgery for mitral stenosis, manage- 
ment of patients with multiple sclerosis, treatment 
of leukemia, management of early and latent syphilis, 
management of acne, diseases of the low back and 
herniated discs, problems of the newborn, diseases of 
the adrenal cortex, management of patients with 
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theumatoid arthritis, carcinoma of the breast and 
meningitis and management of acute hepatitis and 
hepatic coma. 

All the discussions are conducted by well-qualified 
physicians. The published conferences are informal, 
instructive and easy to read. 

It would be impossible to select the best discussion 
in this book; all are good. Special interest in one of 
the 13 conference subjects will probably determine 
which appeals most to each reader. The diversity of 
topics makes this volume especially valuable to the 
general practitioner. 

Unfortunately no future conferences are scheduled 
at present. Those of us who have come to appreciate 
them hope that they will be resumed soon. 

— NORMAN F. COULTER, M.D. 


Intracranial Calcification. 

By Fermo Mascherpa and Vincenzo Valentino. Pp. 150. 
Price, $9.50. Charles C Thomas, Springfield, Ill., 1959. 
ALTHOUGH the subject has not been neglected, for 
years there has been a need for an English-language 
monograph devoted to intracranial calcifications. 
Much has been written on the detection and signifi- 
cance of these calcifications but the material is scat- 
tered widely in journals and textbooks. The Italian 
radiologists who are the authors of this book have 
used their study of 153 cases (1936-1958) with abun- 
dant references to the literature and have covered 

the subject in one excellent monograph. 

The text is concise yet complete; the statistical 
data and illustrations are almost equal to those of an 
atlas. The illustrations, although in the positive 
phase, are well chosen and of excellent quality. The 
bibliography, with references to both European and 
English sources, is adequate. The authors discuss not 
only the nontumoral and tumoral pathologic calci- 
fications but also the nonpathologic, or so-called 
“physiologic,” calcifications and the diagnostic sig- 
nificance of their displacement. 

The authors have commendably provided a suc- 
cinct, well-illustrated monograph which should be of 
particular service to radiologists, neurologists and 
neurosurgeons. The book is intended chiefly for these 
specialists but may be of value to general practition- 
ers, particularly to those whose special interest is in 
the field of neurology. —EARL E. BARTH, M.D. 
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the years of maturity 
years of health... 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 

- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 


+ protein im t factors to help com- 


pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 


or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 


| PARKE-DAvis | 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 26960 


help make | 
> 
, 
d 
| | 
% 
t 
f 
- 
ae 
a 
1 i 
L 


aunders Books Useful in General Practice 


Leavell & Thorup’s Clinical Hematology 


Fundamentals for the physician who is not a hematologist 


A This new book is packed with instructions on the diagnosis and treatment of blood disorders, 
Detailed help is given on major types of anemia—pernicious anemia, iron deficiency anemia, 
etc. The authors consider history, clinical manifestations, laboratory examinations, differential 


New diagnosis, treatment, course and prognosis. The physician will also find sound help for dis- 
orders of clotting—prothrombin deficiency, AHF deficiency, etc. A separate chapter describes 

Book! all standard laboratory hematologic techniques, and case histories illustrate important points. 
Byrp S. Leavett, M.D., Professor of Internal Medicine; and Oscar A. Tuorvup, Jr., M.D., Assistant Professor of Internal Medicine, School 

” Medicine, University of Virginia. 503 pages, 62” x 934”, illustrated, 4 in color. $10.00. New! 


Bakwin & Bakwin’s Clinical Management 
of Behavior Disorders in Children 
A practical book for physicians who treat children 


Here is up-to-date and common-sense advice on understanding and managing the various be- 


New havior problems of children—from prolonged crying in the newborn to antisocial behavior of 
adolescents. The authors believe that relatively few children need psychiatric help—that most 
(2nd) behavior problems can be overcome by thoughtful help from family physician and parents. 
New material has been added to this New (2nd) Edition on: influence of the grandmother for 


E dition | good or bad on the child; school phobia; proper attitudes toward “gifted” children; effects of 
or comics and movies; etc. 


EH, A Ai, 


Harry Baxwin, M.D., Professor of Clinical Pediatrics, New York University; Visiting Physician, Bellevue i 
Hospital; and Ruta Morris Baxwin, M.D., Associate Professor o Clinical Pediatrics, New York University; Vesting 
Bellevue Hospita!; Director Emeritus of Pediatrics, New York Infirmary. 597 pages, 6” x 9”, illustrated. $11.00. lew (2nd) Edition! 


Davis-Christopher’s Textbook of Surgery 
A sparkling revision of a long-famous text and reference on general surgery 


In order to adequately discuss your patient’s surgical problems with the surgeon, and explain 

New to your patient the surgeon’s aims, you must keep your background of surgical knowledge 

as up-to-date and as wide in scope as surgery itself. In this revision of a long-famous surgical 

(7th) text, Dr. Loyal Davis and 82 eminent contributors bring you the current surgical practice 

in the United States. They consider every common surgical disease, from ingrowing toenails 

Editio n! to intracerebral hematomas—diagnosis, treatment, pre- and postoperative care, complications 
and prognosis. 


Edited by Loyat Davis, M.D., and Ch of th of Surgery, Northwestern Medical School. With the col- 
of 82 Authorities. 1551 pages, 7” x 10", with 1 illustrations on 810 figures. $17.00. New (7th) Edition! 


W. B. SAUNDERS COMPANY wes: Washington Square, Phila. 5 CP8-60 


Please send and charge my account: 
(] Bakwin & Bakwin—Behavior Disorders . .$11.00 (_] Easy Pay Plan ($5 per mo.) 


ORDER 


TO DAY ! Davis-Christopher’s—Surgery.......... $17.00 Leavell & Thorup—Hematology........ $10.00 
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Practitioner’s Bookshelf 


A Doctor Remembers. 

By Edward H. Richardson, M.D. Pp. 252. Price, $3.95. 

Vantage Press, New York, 1959. 

HERE is a charming story of a Virginia farm boy 
who through many antics and incidents progresses 
to manhood and to scholastic and didactic achieve- 
ments as a gynecologist in the Johns Hopkins Hospi- 
tal in Baltimore. 

The story is maintained for the sake of the narra- 
tive but Dr. Richardson authentically relates his 
contacts with the teaching and medical profession 
of the first half of our century. While the author does 
not suffer from humility, his ability as a raconteur is 
demonstrated as he logically and chronologically 
relates the story of his life. 

This book makes interesting reading and contains 
many personal experiences and notes, not found else- 
where, about the medical educators of Baltimore of 
that time. The book will hold your interest and give 
you some well-spent leisure. 

—FountT RICHARDSON, M.D. 


Cinefluorography. 

Edited by George H. S. Ramsey, M.D., et al. Pp. 266. 

Price, $11.75. Charles C Thomas, Springfield, Ill., 1960. 
THIS 266-page volume contains the proceedings of 
the First Annual Symposium on Cinefluorography, 
sponsored by the Department of Radiology of the 
University of Rochester School of Medicine and 
Dentistry, Rochester, N. Y. At the symposium, held 
in November, 1958, many of the outstanding in- 
vestigators in the field of cinefluorography considered 
the techniques and apparatus employed in this phase 
of radiology. Time was not available for discussion 
of clinical applications. 

The book is one of the great contributions to this 
subject and will serve as an easy reference for those 
going into the field. Cinefluorography and televising 
of the fluoroscopic image represent a new era in 
radiology. As equipment is improved and techniques 
are developed, this method will serve an increasingly 
important role in the practice of medicine. We shall 
certainly see continued developments in the field 
during the next ten to 20 years. 

Cinefluorography is not designed for the general 
practitioner. However, many general practitioners 
will be interested in reading it to keep informed of 
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developments in radiology and associated specialties. 
Anyone who reads this book will be supplied with 
much information that would be difficult to get from 
the literature. Most of the papers included are by 
experts in the field—not only physicians and radi- 
ologists but investigators in many other disciplines 
and in various commercial organizations. 

Dr. George Ramsey and his colleagues deserve 
tremendous credit for arranging for publication of 
this volume. It provides basic information necessary 
to a study of this area of radiology. 

The publishers have maintained their high stand- 
ards in every way. The paper is excellent, the print- 
ing is easy to read and the illustrations are well re- 
produced. This volume should belong to all radiolo- 
gists and to physicians in other fields who wish to 
keep abreast of new developments in medicine. 

— EUGENE P. PENDERGRASS, M.D. 


Pediatric Neurosurgery. 

Edited by Ira J. Jackson, M.D. and Raymond K. Thomp- 

son, M.D. Pp. 564. Price, $16.50. Charles C Thomas, 

Springfield, Ill., 1959. 

THIS book extensively covers pediatric neurosur- 
gery, with a great deal of emphasis on practical prob- 
lems of management. The collected authors provide 
more than one opinion on some subjects as well as a 
pleasant variety in writing styles. 

The material is well organized, the first half of the 
book covering general principles and the last half 
specific diseases. The chapters “Principles of Pre- 
and Postoperative Care’ and “Anesthesia” are 
timely since they outline important differences be- 
tween pediatric and adult surgery. 

The chapter on surgery for hydrocephalus gives a 
straightforward and detailed discussion of each of 
the surgical procedures that are or have been in 
vogue for treatment of this condition. On the other 
hand, the section on electroencephalography is brief 
and somewhat vague, while the section on electro- 
myography seems unusually detailed for a procedure 
so seldom used in pediatrics. 

While the text is readable, the scope of the book 
(which includes extensive discussions of surgical 
management) rather limits it to a reference work for 
all but the neurosurgeon. 

—BERNARD J. ALPERS, M.D. 
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and related disorders such as 


indigestion * heartburn spastic colon 


nausea and vomiting * esophagitis 


irritable bowel * dyspepsia 


OXAINE relieves pain, breaking the pain-food-pain cycle common to gastritis. 
With pain relief, patients can often enjoy an increased variety and volume 
of food; consequently their psychological outlook is brightened. 

OXAINE is equally effective in many other disorders related to gastritis. You 
will find it especially useful in gastric disorders not totally manageable by 
diet, antacids, and anticholinergics. 

“*Ninety-six per cent of the [92] patients obtained complete relief of sub- 
sternal pain or upper abdominal distress lasting two to six hours after 
each dose.’’t 
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control 
of urinary tract 


Cosa-Terramycin®— sulfonamide-——analgesic 


Capsules 


Science 
for the world’s 
well-being™ 


Cfized 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


Urobiotic Capsules provide control of urinary infec- 
tions through effective Terramycin and sulfamethizole 
concentrations in the blood and urine, plus the prompt 
analgesic effect of phenylazo-diamino-pyridine upon 
the inflamed mucosa. Each Urobiotic Capsule contains 
125 mg. Cosa-Terramycin (oxytetracycline with glu- 
cosamine), 250 mg. sulfamethizole, and 50 mg. 
phenylazo-diamino-pyridine HCl. 


INDICATIONS: Urobiotic is indicated in the treat- 
ment of a number of common genitourinary infections 
caused by susceptible organisms. It may also be used 
prophylactically before and after genitourinary or 
pelvic surgery, following instrumentation procedures, 
during the use of retention catheters, and in patients 
with conditions such as cord bladder or cystocele. 


DOSAGE: In adults, a dose of 1 or 2 capsules four 
times daily is suggested, depending upon the severity 
and response of the infection. In children under 100 
Ibs., the suggested average dose is 1 capsule four times 
daily; in children under 60 lbs., 1 capsule three times 
daily. Therapy should be continued for a minimum of 
7 days or until bacteriologic cure. 


CONTRAINDICATIONS: Urobiotic may be contra- 
indicated in patients with chronic glomerulonephritis, 
hepatitis, hepatic failure, uremia, and obstructive 
lesions of the urinary tract, and should not be used in 
patients sensitive to any of its components, 


PRECAUTIONS: The use of broad-spectrum anti- 
biotics may in rare cases result in an overgrowth of 
nonsusceptible organisms, such as monilia or staphylo- 
cocci. Should such superinfection occur, therapy with 
Urobiotic should be discontinued and specific therapy 
instituted as shown by susceptibility testing. The usual 
precautions for sulfonamide therapy should be followed 
when using Urobiotic. 


SUPPLY: Urobiotic capsules, yellow and grey with 
“Pfizer” imprint, bottles of 50. 


Detailed professional information is available on re- 
quest from Pfizer Laboratories Medical Department. 
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AN ACADEMY OFFICER’S PROFILE. 


Iowan in 
Directorship 


Donald H. Kast, M.D. 


A CHAPTER which has consistantly taken mem- 
bership honors is the home state of one of the 
Academy’s new directors. Iowa-born Donald 
Heydt Kast served the Academy for ten years 
prior to his election to the Board of Directors at 
the March Assembly in Philadelphia. 

An active member of the Iowa chapter, Dr. Kast 
was president during 1957-1958. Besides the 
presidential role, he was secretary-treasurer two 
years and on the Iowa board of directors for three 
years. The Iowa chapter has noted his leadership 
in many capacities. Dr. Kast has been chairman 
of the chapter’s finance, education and publica- 
tions committees and represented his chapter as a 
delegate at AAGP Assemblies from 1951 to 1955. 

Director Kast was born July 10, 1898 near West 
Point, Ia., to Frederick and Clara Kast. He at- 
tended high school in Fairfield and was graduated 
in 1921 from Parsons College which is also in 
Fairfield. After receiving his M.D. from the Uni- 
versity of Iowa School of Medicine in 1924, he 
interned at Iowa Methodist Hospital in Des 
Moines where he later became a member of the 
hospital staff and for two years was secretary of 
that staff. 

The same year he was graduated from medical 
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school, Dr. Kast was married to the former Miss 
Doris E. Giebrich. They have two children, 
Evelyn—Mrs. George M. Christensen, and Geral- 
dine—Mrs. Merlin J. Humpal. There are six 
grandchildren. 

During World War II, Dr. Kast held the rank 
of major and served as surgeon for the military 
police of Los Angeles, as chief and assistant chief 
of the surgical service at Ft. Stevens, Ore. and 
as post surgeon of the harbor defenses of the 
Columbia River. 

Back in Des Moines after the war, Dr. Kast 
continued his active role in community medicine. 
He has given much of his time to the county and 
state societies and has been on the Grievance 
Committee of the County Medical Society for 25 
years. For two years Dr. Kast was the society’s 
secretary-treasurer. During the Korean War he 
was a member of a committee which established 
blood centers. 

In his hospital affiliations, Director Kast has 
also demonstrated leadership. He was chief of the 
General Practice Section of Des Moines’ Broad- 
lawns Hospital and now holds that position at the 
Iowa Lutheran Hospital. He is also a member of 
the Mercy Hospital staff. 

A loyal participant in Academy activities, 
Director Kast has attended every Assembly since 
he joined the AAGP in 1950. 

One of Dr. Kast’s Academy interests has been 
the annual State Officers’ Conference. At the 1955 
Assembly he was SOC secretary and the next 
year he was chairman. Director Kast was a mem- 
ber of the Academy’s Mead Johnson Award Com- 
mittee for four years and chairman of the com- 
mittee in 1957. 

For hobbies Dr. Kast is a photography enthusi- 
ast. He has taken colored slides of the many trips 
that his family has made throughout the United 
States and Canada. 

The Kasts are members of the Cottage Grove 
Presbyterian Church where Dr. Kast has served 
as Trustee and is now an Elder. 
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Aussie General Practice College President Visits AAGP Headquarters 


Dr. Conolly Reveals Australians Have Problems in Surgical Privileges 


THE RECENT VISIT of Dr. W. A. Conolly, presi- 
dent of the Australian College of General Prac- 
titioners, to Academy Headquarters revealed that 
problems of the young Australian college are not 
unlike those experienced by the American Acad- 
emy of General Practice in its formative years. 

Dr. Conolly, here in this country on a travel- 
ling fellowship as chief medical officer of the 
Australian Department of Government Trans- 
port, spent April 20-21 in Kansas City. 

During his visit, Dr. Conolly reported that in 
slightly more than two years after its founding 
(March, 1958), the Australian College of General 
Practitioners has a membership of 1,100. While 
the college reports a good relationship with spe- 
cialty groups in the country, it nevertheless is 
encountering hospital problems in the cities. The 
chief problem is getting to do surgery. 

In other respects, the Australian college is 
more than holding its own in the national health 
picture. 

Dr. Donald Campbell, present Australian Min- 
ister of Health, is a member of the college and 
very opposed to nationalization. This, Dr. Con- 
olly pointed out, is most fortunate since the 
previous Health Minister tended toward nation- 
alized medicine. Australians themselves seem in 
no mood for socialized medicine since they voted 
down both a national health service and nation- 
alized banking in a recent election. 


HEALTH PLAN SUCCESSFUL 


The reason for the satisfaction with the present 
system is the success of a physician-sponsored 
voluntary health plan, much like Blue Shield in 
this country. Two million of Australia’s total 
population of 10 million belong. It covers com- 
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plete care—medical service and hospitalization. 

The following procedure is followed: The bill 
is submitted to the patient by the doctor. The 
patient collects from the fund (health insurance) 
and the fund collects from the government. The 
fund pays a share, the government a share and 
the patient must pay at least 10 per cent. 

There are two scales of payment for the same 
procedure—one for the general practitioner and 
one for the specialist. 

This objectionable discrimination is overcome 
by the provision that in order for a patient to be 
seen by a specialist, he must have a referral from 
his family doctor. 

The Australian college president added that 
the government pro- 
vides free medical serv- 
ice to pensioners. Under 
this service only general 
practitioners are used. 
The general practitioner 
is paid 12 shillings for 
an office visit and 15 
shillings for a home visit. 
With an exchange rate 
of 10 shillings to a $1, 
payment would vary 
from approximately 
$1.20 to $1.50 per visit. 

In New South Wales, 
doctors have higher fees. 
There office fees will be 
around 17.6. shillings, 
and 25-30 shillings for a 
home visit. Two-thirds 


Dr. W. A. Conolly 

Dr. Conolly, posed in his 
academic robe, has the dis- 
tinction of being the first 


president of the Australian 
of the ordinary fee is College of General Prac- 
paid for pensioners. __ fitioners. 
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the popular 


SONICATOR’ 


ultrasonic therapy instrument 
—the all-purpose, full-power 
unit...compact and convenient 


—only $19950 


This instrument—the size of a telephone set—requires 
very little space. Mount it on the wall for instant use, 
or set it on a small table, or in an open drawer. 
Easiest to use. Trouble free. Thousands in use. 


Unit treats uneven contours and tiny areas. Power 
is developed over the entire transducer face, hence 
large areas are treated easily, and fast transducer 
movement is unnecessary. 


Highly efficient. The crystal is direct-coupled to the 
patient, assuring fully efficient transfer of energy. The 
Sonicator supplies more than ample power for any 
known ultrasonic technique. Send the coupon for lit- 
erature. 


S 


corporation 
114 West Holly Street Pasadena, California 
Mettler Electronics 


Corp. 
114 W. Holly Street, Pasadena, Calif. 
Please send me full data on the Sonicator: 


Name 


Address 


City, State 
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Otherwise pensioners are sent to government 
hospitals and doctors on the honorary staffs take 
care of them. 

Dr. Conolly pointed out that there is a govern- 
ment hospital in every town, but there are also 
private hospitals in the cities. 

In small towns, general practitioners are on 
all staffs. In cities, some difficulties are encoun- 
tered as general practitioners are kept out of the 
teaching hospitals (approximately 60 in all of 
Australia). 

An over-all problem in Australia is lack of 
physicians. At the present time there are five 
medical schools in the country and a second medi- 
cal school is being established in South Wales. 

Because of the doctor shortage, foreign physi- 
cians are welcomed, according to Dr. Conolly, 
but each must take a two-year course with the 
stipulation that they will be assigned to a practice 
where needed. Each state has its own conditions 


Distinguished Visitor—Dr. W. A. Conolly, president of the 
Australian College of General Practitioners (center), is shown 
at Academy Headquarters during his recent Kansas City 
visit. With their distinguished guest are Executive Director 
Mac F. Cahal (left) and Mr. Chester Watts (right), assistant 
to the executive director. 
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and this has proved helpful in getting doctors to 
practice in rural areas. 


AUSTRALIAN MEMBERSHIP 


Turning to the College of General Practitioners 
and its early years, Dr. Conolly said it is striving 
toward a 3,000 membership goal. This compares 
with the present 5,000 membership mark of the 
British College of General Practitioners. 

Sixty per cent (6,000) of physicians in Austra- 
lia are general practitioners. Of the total 10,000 
physician population, 5,000 of them are in New 
South Wales. Roughly 3,000 of the latter are 
general practitioners. 

President Conolly says that 15 per cent of the 
Australian College membership are very keen 
on clinical research. The college has recently 
completed helpful surveys on the incidence of. 
eclampsia and infectious hepatitis. 

Qualifications for college membership require 
five years in general practice following gradua- 
tion, and three years in general practice in order 
to be an associate member. 

Because of inadequate opportunities to get 
postgraduate study credits, the college doesn’t 
set a required number of hours for membership 
as the AAGP does. Annually a card is sent out 
toeach member and he says what he has done. 

Gradually more postgraduate study is being 
made available and correspondence courses from 
Universities are becoming increasingly popular. 
As an added incentive each scientific meeting is 
recorded and these recordings are made available 
for member use. 

Organizational work among general practition- 
ers in Australia dates back to November, 1953 
when the group served as a faculty (chapter) of 
the British College of General Practitioners. 

With the formation of the Australian College 
early in 1958, each of the six states in Australia 
proceeded to set up a faculty. Fhe Australian 
College shares quarters with the New South 
Wales faculty in Sydney and has one full-time 
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A GENERAL Practitioners’ Convention, the first such scien- 
tific meeting ever to be held in Australia is scheduled for 
October 10-15 in Melbourne by the Australian College of 
General Practitioners. 

The convention will be held at the Chevron Hotel in 
Melbourne. In addition to the scientific program there will 
be a full social program of tours, sports and dinners. A 
Ladies’ Entertainment Committee is arranging an enjoyable 
schedule for the wives. 

Academy members who are interested in attending the 
convention should make reservations right away. This may 
be done by contacting The Honorary Organizing Secretary, 
General Practitioners’ Convention Office, 132 Grey Street, 
East Melbourne, Victoria. 

The registration fee for college members and associates 
is approximately $8. Nonmembers will pay about $12. This 
fee includes car parking, morning and afternoon tea. 


employee. The New South Wales faculty is the 
largest chapter with 400 members. 

In mentioning that the college has a very good 
relationship with the British college and the Brit- 
ish Medical Association, Dr. Conolly reported an 
Australian Medical Association will be formed 
next year. At present the Australian medical 
group is an affiliate of the BMA. — 


THE FIRST PRESIDENT 


Dr. Conolly has an active record with general 
practitioners in his country. In 1958, at the time 
the Australian college was formed, he was chair- 
man of the Australian Council (Board of Direc- 
tors) of the British College of General Practi- 
tioners. He was then named chairman of the 
Australian College, a position he held until his 
election in March, 1959 as the first president. 
Prior to this first annual meeting, an interim 
council was the governing body. 


CONVENTION INVITATION 


Dr. Conolly’s parting gesture was an enthusi- 
astic invitation for Academy members to attend 
the college’s General Practitioners’ Convention, 
the first such meeting ever to be held in Austra- 
lia. The convention will be held October 10-15 
in Melbourne in conjunction with the annual 
general meeting of the College. 

Among the special guests will be the president 
of the British College of General Practitioners 
and the Governor General who will open the 
meeting. The registration fee of 4 guineas ($8) 
covers car parking, morning and afternoon tea. 
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Beating 
too fast? 


Slow it 


down with 

SERD ASI L Serpasil has proved effective as a heart-slowing agent in the 
(reserpine cisa) following conditions: mitral disease; myocardial infarction; 

cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 

syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
supptieD: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


SUMMIT+ NEW JERSEY 


3 19 
IS 
‘ 
In 
Vi 
esi 
— 


Trends and Events in the Nation’s Capital 


, From GP’s Special Washington Correspondent 


A REPORT published recently by U. S. Public 
Health Service discloses new information on prev- 
alence of peptic ulcer among the American popu- 

a lation. The data were collected in the course of 
mm the National Health Survey and derived from 
73,000 household interviews between July, 1957, 
and June, 1959, in various parts of the country. 

These are some of the statistical findings: 

Males comprise three-fourths of the sufferers. 
me The estimated prevalence for them during the 
fm two-year study period was 21.4 cases per 1,000 
fe population, compared with 7.7 for females. 

Among persons with histories of ulcer, 97.7 
per cent of the men and 99.6 per cent of the 
women had consulted physicians about this 
condition. 

For males, highest prevalence was in the 35-44 
age group; for females, 45-54. In no age group is 
aa the prevalence among women as much as 50 per 
cent of that among men. 

Eighty-five per cent of ulcer sufferers said they 
were not restricted in their activity as a conse- 
quence. Of the 16,919,000 persons estimated by 
National Health Survey to have chronic activity 
limitation, only 366,000 (2.2 per cent) attributed 
this handicap to peptic ulcer. 


Red Cross Expands Blood Program 


For the first time since its establishment in 
1948, the blood program of American Red Cross 
is to be extended beyond continental limits of the 
U.S.A. A regional center is to be set up this fall 
in San Juan, to service Puerto Rico and the 
Virgin Islands. 

At the same time, Dr. Sam T. Gibson, national 
director of the program, announced plans for 
establishment of a new blood research laboratory 
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in Los Angeles this summer. Its head will be Dr. 
Phillip Sturgeon, professor of pediatrics at the 
University of Southern California and head of 
the hematology division of Children’s Hospital, 
Los Angeles. 

The Puerto Rico blood center will be No. 55 
in the Red Cross network, which supplies about 
2.3 million pints annually, or approximately 40 
per cent of the nation’s total supply. 


Tax Case Settled 


Among the compromise tax settlements ap- 
proved in June by Internal Revenue Service was 
one involving a New Jersey physician. 

Over a 20-year period, ending in 1954, his tax 
deficiencies totaled $21,656 but with interest and 
penalties added the government’s claim amounted 
to $64,178. 

Because of the doctor’s depleted assets, Inter- 
nal Revenue Service made a settlement for 
$16,500. This was done by authority of the Inter- 
nal Revenue Code of 1954, Section 7122. 

Intensive investigation of the doctor’s business 
and personal records showed that his assets in- 
cluded $1,600 in accounts receivable and a coin 
collection that had cost him $10,000. However, 
only one-half of the outstanding accounts were 
deemed collectible and current value of the coin 
collection, on a forced sale basis, was placed at 
less than $1,900. 


Nursing Home School Planned 


Rising interest in geriatrics, steady growth of 
the over-65 group in this country’s population 
and increased utilization of nursing homes heighten 
significance of one of the Capital’s latest projects. 

On June 22, Sen. John J. Sparkman (D—Ala.) 
disclosed plans for construction of the Interna- 
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why not 
re-evaluate 


in the light of today’s scientific findings— 


—the average serving of 100 gm. of lean 


pork provides a modest 250 calories, 


—compare the fat-content of lean pork (/ 
with that of other lean meats. 


—pork outranks other high-protein foods in 
its contribution of thiamine (B,) 


—pork provides an important amount of 
other B vitamins 


—pork contributes significant amounts of 

the essential minerals, iron, copper and 
phosphorus, magnesium and potassium, supplied 
in a form that the body can use readily. 


1, Leverton, R. M., and Odell, G. V.: The Nutritive Value of Cooked Meat, 
Oklahoma Agricultural Experiment Station, Oklahoma State University, 
Miscellaneous Publication MP-49, 1958. 


PUT PORK IN ITS PROPER PLACE 
the daily diet 
-«.use to tempt jaded appetites 


The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current authoritative medical opinion. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 
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tional Nursing Home Education, Research and 
Service Center. He will serve as chairman of its 
advisory board. 

To be financed privately, the center’s esti- 
mated cost is $500,000. It will comprise a school 
for training of nursing home administrators and 
personnel, a model nursing home, a large library 
on care of the aged, research facilities and a 
permanent exhibit of nursing home equipment. 

Conception and organization of the program 
is credited to Frank C. Bateman, executive 
director of American Nursing Home Association. 
An $80,000 award from Mutual of Omaha fi- 
nanced the architectural planning. Target date 
for completion of the center is mid-1961. It will 
be built in the District of Columbia, but the 
exact site is still unselected. 


Favors Social Security for Doctors 


The publication of its 336-page report shows 
that the House Ways and Means Committee, 
while resolutely opposed to the Forand bill, was 
convinced that doctors of medicine should be 
covered under social security. Here is what the 
committee had to say about this question: 

“The old age, survivors and disability insurance 
program (OASDI) now covers members of all 
self-employed professional groups except doctors 
of medicine. Large numbers of doctors have re- 
quested coverage. Your committee believes that 
the need of doctors for social security protection 
is comparable to that of other self-employed pro- 
fessional groups. Many self-employed physicians 
have acquired some old age, survivors and dis- 
ability insurance credits on the basis of past 
covered employment or self-employment, or as 
the result of their military service, but will be 
entitled to little or no benefits. because only a 
small part of their lifetime earnings has been 
covered. 

“Your committee’s bill covers the approxi- 
mately 150,000 self-employed doctors of medicine 
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on the same basis as other self-employed profes- 
sional groups, effective for taxable years ending 
on or after December 31, 1960. 

“Coverage would also be extended to services 
performed by medical and dental interns. The 
coverage of services as an intern would give young 
doctors an earlier start in building up social in- 
surance protection and would help many of them 
to become insured under the program at the time 
when they need the family survivor protection it 
provides. 

“This protection is important for physicians 
who, like members of other professions, in the 
early years of their practice, may not otherwise 
have the means to provide adequate survivorship 
and disability protection for themselves and their 
families.” 


Also see the AMA Washington Report, page 215. 


“Don’t tell me the time on your parking meter 
has run out again, Mrs. Webster?” 
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your asthma patient 


... Needs “air in a hurry,” ... 


you can provide it with a single, convenient tablet of 
NEPHENALIN® PEDIATRIC. Placed under the tongue, 
NEPHENALIN PEDIATRIC releases isoproterenol HCl, 5 mg., 
potent epinephrine homologue, to open the airway with 
utmost speed. Swallowed, the small square red tablet gives 


the child sustained asthma relief with the well-known, 
reliable combination of theophylline (144 gr.), ephedrine 
(3(¢6 gr.) and phenobarbital (1% gr.). NEPHENALIN PEDIATRIC 
is available for your prescription in bottles of 20 and 100 
tablets. Also available: NEPHENALIN (for adults). 

THos. LEEMING & Co., INc., NEW YorK 17, NEw YorK. 
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News 


1960 State Officers’ Conference To Cover Pressing Problems 


A TWO-DAY PROGRAM devoted to special areas of 
activities involving the Academy has been ar- 
ranged for the Annual State Officers’ Conference 
September 24-25 in Kansas City. 

Convening with a buccaneer theme in the 
Hotel Muehlebach, the program is under the di- 
rection of the State Officers’ Conference Com- 
mittee, headed by Dr. Richard Bellaire, Saranac 
Lake, N.Y. Serving with him are Dr. Paul Read, 
Omaha, Neb.; Dr. Thomas Keenan, Rutland, 
Vt. with Mr. Charles Dosch, executive secretary 
of the Indiana chapter, as advisor. 

As the completed program shows, the program 
opening on legislation is particularly timely in 
this election year. 

Under the second general subject area—educa- 
tion—the discussions will center on the propriety 
and procedure of holding cooperative programs 
(involving pharmaceutical companies) and joint 
meetings and the way these and other postgrad- 
uate programs are financed. 

The Saturday afternoon program will begin 
with discussions on the various Academy insur- 
ance programs with a representative from each 
of the plans reporting. 

This will be followed by a report on the Joint 
Commission on Accreditation of Hospitals by 
Academy member and JCAH representative, Dr. 
Charles Cooper, St. Paul, Minn. 

The remainder of the afternoon will give pause 
to a new phase of Academy leadership. With an 
introduction by Executive Director Mac F. 
Cahal, a special program will be presented on 
national purpose, as it relates not only to medi- 
cine but the entire country. This problem is be- 
coming one of prime concern to every thinking 
American. 

The closing session on Sunday morning will be 
devoted to public relations. Relationships with 
the various news media will be discussed by a 
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veteran newsman. A public relations director will 
give some pointers on what to do about adverse 
publicity. Chapter projects will be covered by 
an executive secretary of a chapter. 

There will again be discussion sessions for the 
various groups of states before the conference 
officially closes. Special busses will then take 
state officers to the Headquarters building for a 
buffet lunch and conferences with members of 
the staff and chairmen of the commissions. 

There will be a reception and dinner on Satur- 
day evening. Details for a relaxing evening will be 
announced later. 

The completed program is as follows: 


Saturday, September 24 


9:00 A.M. Welcome—Chairman of the Board 
Dr. James D. Murphy 
Legislation— Dr. Paul Read, Moderator 


9:10 A.M. Current Legislation in Washington 
Mr. C. Joseph Stetler, Chicago, 
Ill. 


| 9:25 a.M. Some Trends in State Legislation 
Mr. Warren Whyte, Chicago, 
Ill. 


9:40 A.M. Influencing Legislation 
Dr. Malcom E. Phelps, El 
Reno, Okla. 


9:50 A.M. Discussion Period 
10:30 A.M. Break 


Education—Dr. Richard Bellaire, Moderator 
10:45 A.M. Financing the Postgraduate Pro- 


gram From the Academy’s Stand- 
point 
Dr. James D. Murphy, Ft. 
Worth, Tex. 
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DIAPHRAGMS! 


ARE USING THE CONTOURING 7B, 
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Reduces your fitting instruction time. 

. Patient ease of insertion—automatic placement. 
. Develops patients’ confidence. Easy to use. 

. Folds behind pubic bone with suction-like 
action, forming an effective barrier. 

Seals off cervical area. 

Locks in spermicidal lubricant—delivers 

it directly under and next to the os uteri. 

. Keeps its place—doesn’t shift. 

. Simple to remove. 

. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms 
may be used where ordinary coil-spring 
diaphragms are indicated and for Flat rim 
(Mensinga)-type as well. 


Recommend: KORO-FLEX Compact, the 
ONLY compact that provides the arcing dia- 
phragm (60-95 mm), jelly and Koromex cream 
(trial size). More satisfied patients result from 
trying both and then selecting the one best 
suited to physiological requirements. Elimi- 
nates guessing. Supplied in feminine clutch- 
style bag with zipper closure. 


Available in all prescription pharmacies. 

Write for descriptive literature. 

Always insist on the use of time-tested Koromex 
Jelly or Cream with diaphragm. 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. 
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11:00 a.m. Financing the Postgraduate Pro- 
gram—Availability of Funds 
Mr. D. M. Robertson, Phila- 
delphia, Pa. 

11:15 A.M. Cooperative Programs and Joint 
Meetings 
Dr. John Paul Lindsay, chair- 
man of the Commission on Ed- 
ucation, Nashville, Tenn. 


11:30 a.m. Discussion Period 


12:00 NOON Luncheon: Speech by Academy 
President John Walsh 


Insurance—Dr. Thomas Keenan, Moderator 


1:30 P.M. Dr. Herbert Salter, chairman of 
the Committee on Insurance, 
will introduce the following in- 
surance representatives: 


Mr. Bill Parrent—Plus Plan 
Mr. Dan Jackson—Group Life 
Mr. Cliff Jones—Retirement 
Mr. A. W. Breckenkamp—Dis- 
ability 

2:30 P.M. The Joint Commission on Accredi- 
tation of Hospitals 
Dr. Charles Cooper, St. Paul, 
Minn. 


3:00 P.M. Where Have We Been? Where Are 
We Going? 
Mr. Mac F. Cahal 


National Purpose—Special Program 


Sunday, September 25 


Public Relations—Mr. Charles Dosch, Moderator 


9:00 A.M. How to Improve Relationships with 
the Various News Media 
Mr. Pierre Fraley, Philadelphia 
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AAGP Board Acts—The Academy’s Board of Directors met 
in two extremely long sessions at the opening of the AMA 
meeting in Miami Beach. Under the direction of Board 
Chairman James D. Murphy, the board covered many 
pertinent policy matters as well as naming members to com- 
mittees and commissions. Shown in session at the Eden Roc 
are Board Chairman Murphy (far left going clockwise), 
Executive Director Mac F. Cahal, Dr. James Perkins, Dr. 
Daniel Rogers, Vice Speaker Lewis Cellio, Dr. Walter 
Sackett, Jr., Dr. John Paul Lindsay, Mr. Charles Nyberg, 
Dr. Herbert Salter, Dr. John Milligan, President-elect 
Floyd C. Bratt, Dr. Julius Michaelson, Speaker Carroll 
Witten, President John Walsh, Dr. Paul Read and Dr. 
Donald Kast. Treasurer Albert Ritt, an AMA delegate, was 
seated in the AMA House of Delegates at the time the photo 
was taken. Dr. Fount Richardson is hidden from view. 


9:20 a.M. What to do About Adverse Pub- 


licity 
Mr. James E. Bryan, New York 
City 


9:40 A.M. Chapter Projects in Public Rela- 


tions 
Mr. Robert Wilson, Columbus, 
Ohio 


10:00 A.M. 
10:45 A.M. 
11:00 A.M. 
12:30 P.M. 


3:00 P.M. 


Discussion Period 

Break 

ROUNDHOUSE SESSIONS 

Buffet Luncheon, Headquarters 


Confer with the Headquarters Staff 
and Chairmen of the Academy 
Commissions — Headquarters 
Building 

Busses back to Hoiel Muehlebach 
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CURAD 


lost 
The only adhesive bandage with the nonsticking 


Telfa® pad. You know a Curad® adhesive bandage 
won’t hurt, or interrupt healing. Perforated plastic 
cover over pad keeps gauze fibers from getting 
rooted in wound, while holes allow full drainage. 


Choose from several sizes and a variety of 
functional shapes—snips, patches, spots. 
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Future Aims—The Academy’s Commission on Membership 
and Credentials maintained a booth at the SAMA meeting. 
Here Mr. Roger Tusken from AAGP Headquarters (left to 
right) and Dr. J. Allison Cary of the Commission on Education 
discuss educational and membership requirements with a stu- 
dent. Dr. Joseph Telford, a member of the membership commis- 
sion, helped manage the booth, but is not shown in the picture. 


President Walsh, Academy Join SAMA 
In Its Tenth Anniversary Observance 


THE ACADEMY JOINED the Student American 
Medical Association in observing its first decade 
during SAMA’s Tenth Anniversary Meeting May 
4-8 in Los Angeles. 

The Academy was host at a May 5 luncheon in 
the Statler Hilton Hotel honoring SAMA officers 
and delegates. Academy President John G. Walsh 
of Sacramento, Calif. was luncheon speaker. 

In his speech, ‘Fragmentation in Modern Medi- 
cal Practice,”’ he told the SAMA that the profes- 
sion must substitute “cooperation in medical 
practice” for “competition in medical practice.” 

Dr. Walsh disparaged the many conflicts be- 
tween segments of the medical profession as well 
as the resulting disputes about privileges in hos- 
pitals. 

Quoting a past president of the Academy, Dr. 
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Academy Hosts SAMA—Officers and delegates of Student 
American Medical Association were guests of the Academy ata 
luncheon during their anniversary meeting in Los Angeles. 
Shown at the head table are Mr. Leo Brown (left to right), 
director of American Medical Association’s Communications 
Division; E. Henry Lamkin, Jr. of Indiana University, 
SAMA vice president; President John Walsh; William Kirk- 
ham of the University of Oklahoma, SAMA president; 
Emil Pollard of the University of Michigan, SAMA treasurer 
and Dr. Harry Sandberg, medical director of CBS. 


Walsh repeated: “I think they (these conflicts) 
demonstrate a cleavage which threatens the very 
structure of private practice. It involves not only 
professional jealousies, professional selfishness, 
the prelude to the end of general practice, the 
threat of government control, but it also involves 
the whole economics of medical care.” 

Assessing the damage, Dr. Walsh said, “‘Frag- 
mentation of medical practice into 19 recognized 
specialties, five subspecialties and 27 subdivisions 
of specialties have been skyrocketed past the 
public in a program that has been largely lacking 
in leadership.” 

“Simultaneously with these rapid advance- 
ments in the scientific field of medicine the lead- 
ing character on the scientific stage, the patient, 
has been relegated to the role of a puppet being 
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Six High Meat Dinners 
also Nine 100% Meats 


... then it’s 
time to trust 


SWIFT 


...the meat 
specialist! 


In the field of baby foods, 
all Swift’s skill goes into 
making only meats, meat 
dishes and high-protein 
egg yolk varieties. 

Naturally so, for fine 
meats are Swift’s spe- 
cialty, and have been for 
over 105 years. 

In preparing this vital 
growth food for babies, 
our long experience, con- 
tinuing research and con- 
stant striving for better 
methods, assure your lit- 
tle patients the maxi- 
mum of meat’s nutritive 
values. And, important 
too in infant feeding, the 
taste and texture enjoy- 
ment that makes meal- 
times easy for mothers. 


The two most trusted 
words in meat... 


OUR 105TH YEAR 
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bounced from one strange scientist to another. 
The merry-go-round has confused him to the point 
that he has developed an antagonism toward a 
noble profession that still stands high on the list 
with respect to dedication and service to man- 
kind.” 

Thus the public aversion to doctors—iatromisia 
—has developed. Dr. Walsh pointed out that the 
profession’s problems, both within its own frame- 
work and with the public, have been fully aired 
in leading lay publications. 

He named such articles as: “Are Our Family 
Doctors Good Enough?”; “You and Your Doctor 
—Science Versus Sympathy?”; “New Kind of 
American Family Physician” ; “Internist vs. Gen- 
eral Practitioner,” and “The Changing Role of the 
Family Doctor.” 

With respect to the climate created by such 
articles, Dr. Walsh noted there were some help- 
ful aspects. For instance, the article, “Are Our 
Family Doctors Good Enough?,” did cover the 
possible solution to the problem. The Academy 
was mentioned as the guiding influence in bring- 
ing about the stimulus for postgraduate educa- 
tion and the desire to keep up to date. The 
Academy was given credit for developing a pro- 
gram of learning “that will help meet the chal- 
lenge of being good enough.” 

In addition to his luncheon address, President 
Walsh appeared on a taped TV show and was 
also queried in a special press interview. 

In the interview, Dr. Walsh disclosed that he 
personally supported President Eisenhower’s 
medical-aid plan for the aged. He said he had 
wired the White House in support of the pro- 
gram as outlined to Congress. 

In commenting on the program, Dr. Walsh 
said elderly patients should pay part of their 
medical bills, even if covered by insurance, to 
keep up their “sense of responsibility.” 

He added, “They won’t be so inclined to use a 
federal medical-care program too much if they 
pay : share of the bill.’ 
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In conjunction with the SAMA meeting, the 
Academy’s Commission on Membership and Cre- 
dentials maintained a booth at the meeting. 
General practice residencies was one of the key 
topics of interest among the students. 


Catholic Hospital Association Gets 
Hospital Reports at Milwaukee Meeting 


REGISTRANTS at the 45th annual convention of 
Catholic Hospital Association in Milwaukee were 
told that last year Americans spent ten times 
more on their automobiles than for hospital care. 

Furthermore, Horace L. Lyon, vice president 
of Carl Byoir and Associates of New York, re- 
ported that a single automobile manufacturing 
company had gross sales equal to nearly twice 
the amount spent by all patients in all voluntary 
hospitals in the U.S. 

During the May 30—June 2 meeting new offii- 
cers were elected with The Rt. Rev. Msgr. Clem- 


AAGP Hospital Exhibit— More than 300 booklets of material 
on general practice in hospitals were distributed to registrants 
who stopped at the booth during the four-day meeting of Catholic 
Hospital Association. Shown attending the booth are Drs, 
Robert Purtell (left to right), John Kelble and Joseph Devitt, 
all of Milwaukee, and Mr. Charles E. Nyberg of Kansas City. 
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Desitin Baby Lotion helps nature keep 

baby’s skin clean, supple, healthy. It cleanses gently and | 0 
thoroughly, soothes, lubricates, combats ammonia-producing ‘rooms t 
bacteria and infection. 
Only Desitin Baby Lotion combines P 

Lano-Des*, a rich liquid lanolin, hexachlorophene, vitamins f 
A and E, and special emulsifiers. Non-greasy, stainless, pleas- is 
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ent G. Schindler, director of Catholic Hospitals 
for the Belleville, Ill. diocese, being named presi- 
dent-elect. 

The new president, succeeding the Rev. John 
J. Humensky, Cleveland, is the Rt. Rev. Msgr. 
A. W. Jess, bishop’s representative for hospitals 
at Camden, N.J. 

The Academy’s Commission on Hospitals 
maintained its educational booth on general prac- 
tice in hospitals throughout the meeting. Assist- 
ing Mr. Charles Nyberg, commission secretary, 
in the booth were Dr. Joseph Devitt, a member 
of the commission; Drs. Robert Purtell and John 
Kelble of Milwaukee and Mr. Robert Herzog, 
executive secretary of the Wisconsin chapter. 


Satisfied with National Health Service 
Visiting British Doctor Tells AAGP 
A YOUNG British general practitioner, here in the 
United States on a cultural mission, has ex- 
pressed general satisfaction with his country’s 
National Health Service. 

Dr. Thomas Gardner of Carlisle, from the 
state of Cumberland in northwest England, was 
an Academy Headquarters guest in Kansas City 
on May 3. Dr. Gardner said he was visiting in 
this country under the auspices of the Ford 
Foundation and the English Speaking Union. 
The latter organization administers the cultural 
program in England. 

In an interview with staff members in Kansas 
City, Dr. Gardner, who is a member of the Brit- 
ish College of General Practitioners, stated that 
he is quite satisfied with the British medical sys- 
tem and he believes that most physicians are. It 
is his opinion that all physicians are quite busy. 
He did admit that they all are handicapped in 
that their income is limited. 

Asked if NHS hampers good practice and ini- 
tiative of physicians, he answered that he didn’t 
think so. Dr. Gardner was highly enthusiastic 


GP August 1960 


Forand and Friends—Sitill hoping to push the Forand bill 
through Congress, principal supporters of the hospital and 
medical care bill appeared in a May 18 rally in its behalf at 
New York’s Madison Square Garden. Joining Rep. Aime J. 
Forand (D-R.I.), sponsor of the controversial bill, were 
New York Mayor Robert Wagner (left to right); United Auto 
Workers President Walter Reuther (sianding); Former 
Secretary of Labor Frances Perkins (under Franklin Roose- 
velt’s administration); AFL-CIO President George Meany; 
Representative Forand and Former New York Governor 
Herbert Lehman. 


about his own practice. He has a patient list of 
3,250. Under the system, the maximum list any 
doctor can have is 3,500. Dr. Gardner is in prac- 
tice with three other physicians. 

Dr. Gardner reiterated again that he didn’t ea 
think the British system keeps him from prac- aot 
ticing good medicine. He suggested that the only - 7 
way in which the government might interfere — 
would be if prescribing costs are consistently esi 
high. Such a situation could develop if a doctor a 
constantly prescribed the highest-priced drugs. 

Then a government representative might be sent 
around to discuss the situation. 

He went on to say that NHS encompasses al- 
most everyone in Britain as only about 5 per cent 
of the population are private patients. He ex- 
plained that these 5 per cent are private patients 
by choice—rugged individualists who have al- 
ways shouldered their own bills and resent gov- 
ernment interference. 

In defense of NHS, Dr. Gardner explained 
that patients are free to change doctors if they 
are not satisfied. 
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Ce “All my ‘diet’ patients get an extra lift with ‘Beminal’ Forte” 


in the special diet patient A single capsule provides 250 | 
H iti mg. of vitamin C and massive 
improve nutrition **™, doses of B factors to meet the 


promote better health with need when requirements are high 


and reserves are low. Prescribe 
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ORTE cence, to improve the prognosis 
and accelerate recovery. 
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special diets, pre- and postoper- 


Ayerst Laboratories New York 16,N. Y. * Montreal, Canada 
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When NHS started there were 19,250 general 
practitioners under the plan, now he says there 
are 23,000. 

The medical situation in England is difficult. 
She produces more physicians than she can uti- 
lize. As a result many doctors have migrated to 
other parts of the Commonwealth. 

New physicians follow a special course when 
they are ready to begin practice; they serve first 
as an associate until they have experience. 

Dr. Gardner explained that new graduates at- 
tempt to get a job with “a view” (a view toward 
a future partnership). Both new doctor and older 
physician have the right to discontinue the rela- 
tionship. The new doctor may quit, or the em- 
ployer has the right to fire him, but either must 
give a month’s notice. 

When there is parting of the ways, or when 
the apprenticeship is completed there is usually 
some stipulation as to how close the new doctor 
may set up a practice, if he is in NHS. 

There are no stipulations if the new physician 
chooses not to be an NHS physician, for he is not 
considered to be in competition. 

As for the reaction to the recent recommenda- 
tion of the Royal Commission that there be a pay 


increase for NHS physicians, Dr. Gardner said he 
had left England before the recommendation had 
been discussed by the profession. 

However, he said he believed the recommenda- 
tions would be acceptable inasmuch as the re- 
muneration (he preferred that term to fee) will be 
roughly a 221% per cent increase which is about 
what the British Medical Association had expected. 

The remuneration will be retroactive since the 
commission study, started in 1957, took three 
years to complete. 


New Mexico Group Hears Dr. R. B. Robins 
Cite Interest Revival in General Practice 


A REVIVAL of interest in general practice was de- 
scribed by AAGP Past President and American 
Medical Association Trustee, R. B. Robins of 
Camden, Ark., in a speech before the New 
Mexico Medical Association annual meeting in 
Albuquerque. 

Dr. Robins said there has been greater interest 
shown in general practice in the last ten years. He 
pointed to the Academy and the AMA as being 
responsible for renewing the interest. 


Fred H. Simonton, M.D. 


Dr. Simonton of Chickamauga, Ga., former vice 
president of the Academy and a past president of 
his local medical society and of the Georgia chapter, 
is the new president-elect of the Medical Association 
of Georgia. Dr. Simonton, who is also chairman 
of the State Board of Health, was elected without 
opposition at the recent meeting in Columbus, Ga. 


R. B. Robins, M.D. 


Dr. Robins accredits efforts 
of the Academy and AMA 
in reviving interest in gen- 
eral practice. 
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diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


Progress ls Our Most Important Product 
GENERAL @ ELECTRIC 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. Ask your G-E x-ray representative 
about the Patrician “package,” or return 
our coupon below for illustrated literature. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room F-81 


Send me: [] 8-page PATRICIAN bulletin 
(0 MAXISERVICE® x-ray rental bulletin 
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With the shifts in population from the cities to 
suburbs, Dr. Robins predicted a decentralization 
in medicine that would encourage more general 
practitioners. 

Dr. Robins also predicted “an increasing tend- 
ency” among labor unions to establish their own 
medical facilities as well as to seek more medical 
benefits as fringe benefits on contracts. 

On the old age health problem, Dr. Robins 
said the AMA must work to increase and im- 
prove voluntary health insurance coverage and 
to develop more community health services for 
the senior citizens. 

Dr. Robins further commented that surgery 
will be narrowed as more conditions become pre- 
ventable or amenable to medical therapy, but 
degenerative disease will be of greater concern to 
the practicing physician as the number of older 
people increases in this country. 


Governor Authorizes Commission To Study 
Medical School Need for Long Island 


THE NEw YORK State Legislature has authorized 
the Nassau County Medical Society to select a 
five-man commission to study the possibility of 
establishing a medical school on Long Island. 

Governor Nelson Rockefeller recently signed a 
bill which provides for the commission. In sign- 
ing the bill, the Governor cited the tremendous 
population growth in that area and the subse- 
quent need for more doctors in the county. 

The idea of a medical school for Long Island 
was proposed early this year and supported by 
the Nassau County Society. 

The county society has maintained that a 
medical school is necessary because Long Island 
has a population of two million and only 2,000 
physicians. 

The proposed medical school. would be affili- 
ated with Nassau County’s 650-bed Meadow- 
brook Hospital. The cost of the school is esti- 
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mated by A. Holly Patterson, the medical so- 
ciety’s executive secretary, at $25 million. 

The commission report will include possible 
sites, number of students that might apply, esti- 
mated cost and residency facilities in Nassau 
hospitals. The report will be presented prior to 
December 31, 1961. 


Statewide Nonprofit Dental Insurance 
Plans Approved for New York State 


STATEWIDE health insurance plans for dental care 
will soon be in operation in New York State fol- 
lowing Governor Nelson Rockefeller’s approval 
of a dental health program bill. 

One part of the bill signed by the governor 
gives the State Dental Society authority to set 
up a nonprofit program in the state. Another 
measure gives the two existing nonprofit plans 
sanction to expand their activities throughout 
the state. 

The two existing plans, Group Health Dental 
Insurance and Dental Insurance Plan had been 
limited to the New 
York area. These two 
plans now claim 37,000 
subscribers. 

The State Dental 
Society will start or- 
ganizing their plan 
which will be called 
the New York Dental 
Service Corporation. 
It will be under the 


supervision of the State 
Insurance Depart- Nelson Rockefeller 
ment. New York’s vibrant Gover- 


According to the 
dental society’s secre- 
tary, Dr. Charles L. 
Wilkie, the organiza- 
tional plans for the 


nor Rockefeller has ap- 
proved a bill giving the State 
Dental Society authority to 
set up a nonprofit insurance 
program in the Empire 
State. 
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service corporation will be made by the society’s 
board of governors. There is a possibility that 
Blue Cross or Blue Shield might administer the 
plan. 


Canadian College To Build Up Medical 
Tape Recordings Library for Members 


THE COLLEGE of General Practice of Canada 
now is in the process of building up a library of 
medical tape recordings for loan to members. 

This project is being particularly planned for 
members in small and isolated communities to 
enable them to comply more easily with the 
Canadian membership study requirement. 

The cost of developing a series of recordings 
will be covered by John Wyeth & Brother (Can- 
ada) Ltd. as part of the already existing Wyeth 
Postgraduate Education Fund. 

The speakers and subjects chosen will be the 
responsibility of the college and it likewise will 
handle all correspondence with physicians. 

The executive branch of the college has already 
approved of the library development of both 
French and English medical tapes. It has further 
directed its Essex County chapter to set up a bi- 
lingual committee to guide this program. 


Foreign M.D. Failures To Have Another 
Chance in September 21 Qualifying Test 


FOREIGN medical school graduates who failed in 
the March 16 qualifying examination, given by 
the Education Council for Foreign Medical 
Graduates, will have still another chance to pass, 
by taking the September 21 examination. 

The outcome of the March 16 test was termed 
“slightly disappointing” by Dr. Dean F. Smiley, 
executive director of ECFMG. Only 2,763 (56.4 
per cent) of the 4,909 taking the test won their 
certificates. 
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“You optimistic or pessimistic?” 


The proportion passing in the U.S. was 15 per 
cent lower than for the previous exam. Of 1,120 
physicians taking the examination abroad, 577 
(51.5 per cent) qualified and may now accept 
approved residency positions in this country. 
This result is more in line with figures for previ- 
ous tests. 

Foreign physicians who have not passed the 
exam and do not have a state medical license may 
take the September 21 test. Those not passing 
that test will be forced to give up any patient- 
care positions in an approved program by De- 
cember 31, according to ECF MG. 

The American Hospital Association has al- 
ready informed member institutions that uncer- 
tified men must be relieved of responsibility for 
patients by the December 31 deadline or lose 
their accreditation. 

Dr. Smiley has reported that approximately 
7,500 foreign medical school graduates have re- 
ceived ECFMG certificates during the past two 
years. However, he believes that many have 
probably completed training and returned home. 

He estimates that 5,000 persons will take the 
examination next month and predicts that re- 
sults will be poorer, as “we have skimmed off the 
cream” of the men training here. 

Prior to the July 1 edict it was estimated that 
3,300 foreign physicians annually come to the 
U.S. on exchange visas. Now that physicians 
must be qualified before coming, the rate is ex- 
pected to fall to about 1,500 for 1961. 
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Dimetane 


Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 


potency and minimal side effects. Dimetane works in certain cases where other fo 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane : 
Extentabs® (12 mg.), Tablets (4 mg.), Elixir (2 mg./5 cc.), Dimetane-Ten Injectable i 
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News 


CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


Medical News in Small Doses SIMPLIFIED—but 


ce required : 
allowing technical flexibility .. . CONTEMPORARY —will 
compliment its surroundings . . . VERSATILE—diagnostic 


ACADEMY MEMBER Jacob H. Summers of Leb- 
anon, Mo., is the new president-elect of the Mis- 4 
souri State Medical Association . . . Dr. Wilburt 
C. Davison, holder of the AAGP’s Certificate of 
Meritorious Service, is retiring this summer as 


COMPLETE . . . 18” focal spot table 


dean of Duke University School of Medicine 
after having served 33 years in that capacity. He Ey - \ 12” x 16” fluoroscopic screen . . 


will continue as Duke Professor-of Pediatrics moter fable 
until next summer in order to provide a smooth Sey sine 

transition of administrative duties to his suc- 
cessor, Dr. Barnes Woodhall . . . Mead Johnson 
& Company announces the promotion of Dr. 
Louis F. Rittelmeyer, Jr., to the post of medical 
director, Nutritional and Pharmaceutical Divi- 
sion. Academy Member Rittelmeyer also assists 
another AAGP Member, Dr. W. D. Snively, Jr., 
who is vice president and medical director, in 
carrying out the company’s over-all medical ac- 
tivities .. . Minnesota Academy Member James 
Blake was recently chosen president-elect of the 
Hennepin County Medical Society . . . Michigan 
Academy Member John W. Rice is the new 
chairman of the advisory board of the American 
Association of Medical Assistants Board of Trus- 
tees. Dr. Rice has been a member of the AAMA 
board since 1958 . . . Portsmouth, Ohio residents 
recently feted Academy Member Walter A. 
Braunlin who has practiced for 46 years in that 
city ... Winners of this year’s Albert Lasker 
Medical Journalism Awards are: Robert Cough- 
lan of Life Magazine; Fern Marja for contribu- 


tions in New York Post; KMOX-TV for broad- _. 100 MA Control, floor, 


casting series; CBS for special broadcast on “The hy a desk or wall mount 
for his editorial leadership in advancing medical 4 electronic timer . . . both 


research and public health ... Dr. W. A. Sams - with integrating fluoro- = 
of Marshall, N.C., a veteran delegate to the 

AAGP Assemblies, has been named “General 
Practitioner of the Year” by the North Carolina 
State Medical Society. 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #1 (each containing 0.5 mg. Singoserp and 25 mg. 
Esidrix). Complete infor- 
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News from the State Chapters 


| A NEWLY-ESTABLISHED congress of delegates 


and a new constitution and by-laws were in- 
@ugurated at the May 11-13 annual meeting of 
the Kentucky chapter in Louisville. 

Retiring President Daryl P. Harvey presided 
at the congress until the selection of the first 
speaker, Dr. Garnett Swenney. Fifty-six of the 
59 elected delegates were present. The new con- 
stitution was the result of a year-long study of 
other states’ constitutions made by a committee 
headed by Dr. John G. Archer. 

Several leaders of the Kentucky chapter were 
interviewed during the annual meeting by the 
Louisville Courier-Journal concerning a recent 
article in Consumers Report magazine. The lead- 
ers spoke out against the article which offered 
the idea that internists, by virtue of three years 
training and certification by the American Board 
of Internal Medicine, should be more capable of 
taking care of the family than general practi- 
tioners. 

In an interview, Dr. Carroll Witten, speaker 
of the AAGP Congress of Delegates, said 85 per 
cent of a patient’s ills can be treated by the gen- 
eral practitioner. Acknowledging limitations and 
the need for some consultations and referrals, 
Dr. Witten said the internist who tries to be a 
family doctor is a hungry internist. He needs 
business. 

The members interviewed pointed out that the 
Academy, through its postgraduate program, is 
raising the level of general practice and by 1965 
new Academy members must have two years’ 
hospital training. 

At the business meeting, Dr. Edgar B. Morgan 
of Louisville was chosen president-elect. Dr. 
John G. Archer of Prestonsburg was installed as 
president. He succeeds Dr. Daryl P. Harvey. 

Other officers elected were vice presidents: 
Dr. Thornton E. Bryan, Jr. of Cadiz, Dr. George 
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New Symbol of Office—The Kentucky chapter started a new 
tradition with the “Clark Bailey Cane,” which was presented 
to Dr. John G. Archer, incoming president (left) by Dr. Daryl 
Harvey, retiring president. The cane carried by the late Dr. 
Bailey, one of Kentucky’s most beloved general practitioners, 
will henceforth symbolize the office of president. Looking on at 
the presentation is Dr. James W. Davis, chairman of the 
meeting. 


|... 


Kentucky Guests—Special guests at the Kentucky annual 
meeting were Governor Bert Combs (second from left) and the 
Rev. Dr. Dorsey (left). Also shown at the speaker’s table were 
(left to right) Mrs. John Archer, President Archer and 
Mrs. Daryl Harvey. The Governor honored the meeting by 
proclaiming that week, “Family Doctor Week.” 


“Doctor of the Year’”— Receiving the “‘Doctor of the Year’’ 
award for her late father, Dr. Elgin S. Dunham, is Mrs. 
Elizabeth Webb. Dr. Harvey made the posthumous 
presentation. 
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... there are ways you can make life easier for the newborn infant . . . and for those 
who will care for him during his first few days of life. Hollister’s disposable 


Umbilical Cord-Clamp, for instance, is swiftly ap- 
plied with only one hand. And it firmly . . . safely 
. . . Seals off the cord, maintains constant pressure 
as the cord shrivels, will not come open acciden- 
tally, needs no belly bands, may be autoclaved. 


For the male infant, the disposable Plastibell al- 
lows safe delivery room circumcision in only 2 to 
3 minutes . . . immediately after birth. The job is 
done quickly, cleanly, easily, and is usually all 
healed by the time the infant goes home. This re- 
lieves the parents of anxiety, saves time for the doctor and the hospital. 
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§. Allen of Louisville, Dr. Roy Wilson of Camp- 
bellsville and Dr. Phillip J. Begley of Harlan. 
Dr. W. E. Becknell of Manchester was elected 
treasurer and Dr. J. S. Williams of Nicholasville, 
executive secretary. Speaker for next year will 
be Dr. Robert M. Sirkle. 

Delegates are Drs. Charles G. Bryant, Louis- 
ville, and Dr. Frank L. Duncan, Monticello. 
Alternates are Drs. C. Walker Air, Ludlow, and 
Paul J. Sides, Lancaster. 

Also during the meeting the chapter cited Dr. 
John F. Ganem of Louisville, for outstanding 
research by a general practitioner. Dr. Ganem, 
chosen for his study of thyroid problems, received 
a similar honor in 1955. 

Dr. Elgin S. Dunham, who died in December 
at the age of 55, received the chapter’s ‘Doctor 
of the Year Award” posthumously. 

Over-all registration was 800; the scientific 
sessions were attended by 375 physicians. 

The 1961 meeting will be held May 10-12 
in Louisville. 
® Holding its first annual meeting as the 50th 
State, the Hawaii chapter adopted a revised 
constitution and by-laws at its May 11 meeting 
in Honolulu. 

In an election of officers, Dr. J. I. Frederick 
Reppun of Kaneohe, Oahu was installed as the 
1960 president. Dr. John M. Felix of Honolulu 
was named president-elect and Dr. David Lee 
Pang of Honolulu, secretary-treasurer. 

Members elected to the chapter council were: 
for Oahu, Drs. Robert PC Ho, Tom Nishigaya 
and Robert Millard; for Kauai, Dr. Samuel R. 
Wallis; for Maui, Dr. James Fleming, and for 
Hawaii, Dr. C. Hayashi. 

About 100 persons attended the dinner and 
business meeting. Speaker for the evening was 
Dr. Randell Champion from Manchester, Eng- 
land. His topie was “Socialized Medicine in the 
United Kingdom.” He spoke of its evolution, 
criticisms and benefits. A lively discussion period 
followed. 
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@The Albuquerque (New Mexico) chapter fig- 
ured prominently in activities at the recent an- 
nual meeting of the New Mexico State Medical 
Society. 

A resolution asking for the establishment of a 
chair of general practice at the newly-proposed 
New Mexico medical school was introduced by 
the Albuquerque chapter at the state house of 
delegates’ meeting. The house of delegates passed 
the chapter’s resolution and went on record as 
favoring a chair of general practice when the 
New Mexico medical school is constructed. 

Albuquerque Academy members also main- 
tained a physical examination project throughout 
the meeting. This was the first time that this 
had been done in the state in connection with 
the medical society convention. 

@ The Wisconsin chapter has announced a tenta- 
tive program for its annual meeting to be held 
September 19 and 20 in Milwaukee. 

A special feature for this year’s meeting will 
be an evening at the Milwaukee Braves stadium 
to see a baseball game between the Braves and 
Cincinnati Reds. 

Dr. Clifford Grand, chairman of the scientific 
program, announces that guest speakers will in- 
clude: Dr. William M. McConchey, “Practical 
Endocrinology”; Dr. Irwin C. Winter, ““Evalua- 
tion of Therapeutic Agents’; Dr. Richard Q. 
Cratty, ‘““What’s New In Dermatology”; Dr. 
George C. Griffith, “Treatment of Arteriosclero- 
tic Heart Disease’; Dr. Edwin R. Levine, “‘Pul- 
monary Emergencies” and ““Treatment of Chron- 
ic Pulmonary Disease”; Dr. Tom G. Ward, 
“‘Nontuberculous Pulmonary Disease’; Dr. Jo- 
seph Shaiken, “Colon Diseases,” and Dr. L. J. 
Halpin, “Allergy.” 

Also Dr. W. D. Snively, “Treatment of Burns 
—Electrolyte Balance’; Dr. A. B. Weinstein, 
“Acute and Chronic Glomerulonephritis”; Dr. 
F. V. Wade, “Pitfalls in Management of the 
Upper Extremity Fractures”; Dr. R. W. Lackey, 
“TIsotopes—Their Uses and Abuses”; Dr. Jurgen 
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in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience . . . for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed to babies 


Added vitamin D in required amounts adisieee 
(PET} 
Maximum nourishment— minimum cost to parents 755 
| ©1959 


MILK COMPANY, ST. i, MO. 
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News 


Platz, “Obstetrical Emergencies”; Dr. P. Hol- 
brook, “Rheumatic Diseases—Diagnosis and 
Therapeutic Problems,’’ and Dr. Paul Pollack, 
“Psychosis—Symptoms and Personality Types.” 

The scientific program will be held in Mil- 
waukee Auditorium. Because of the success of the 
noon roundtable luncheons which were held at 
the last annual meeting, the same type luncheons 
will be held again this year at the auditorium. 

The annual banquet will be at the Plankinton 
Hotel ballroom. 
eOn August 4 through August 6, the Washing- 
ton chapter will be the host for the regional 
meeting of the Oregon, Idaho, Montana and 
Washington chapters. The meeting will be held 
at the Olympic Hotel in Seattle. 

During the first day of the four-state meeting, 
the Washington chapter will hold its own busi- 
ness meeting. 

The six guest speakers who will present the 

program include: Dr. Philip Thorek of Chicago; 
Dr. Harry M. Nelson of Detroit; Dr. James L. 
Dennis, medical director, Children’s Hospital, 
East Bay, Oakland, Calif.; Dr. Thomas G. Ward, 
professor of virology, Notre Dame; Dr. Robert 
Weber, assistant professor of medicine and micro- 
biology, University of Kansas, and Dr. Frank L. 
Lyman, Evansville, Ind. 
@Texas chapter’s Committee on Legislation and 
Public Policy has prepared a special billing insert 
to promote understanding and good will between 
doctor and patient. 

The printed insert explains in essay form a 
philosophy of fees. It points out that physicians’ 
fees have risen 5 to 15 per cent in the last 20 
years while retailers’ prices have risen 100 per 
cent. 

The chapter also plans to sponsor other inserts 
for the physician on office hours, appointments, 
house calls and telephone calls. The purpose is to 
tell the doctor’s story in a dignified manner. 
®The Pennsylvania chapter moved into a new 
headquarters office in Harrisburg on July 1. 
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“Not another word about the facts of life 
until you quit smacking your lips!’’ 


Also on that date the chapter’s new executive 
director, Calder C. Murlott, Jr., took over his 
duties. 

Mr. Murlott previously was a member of the 
State Medical Society’s staff and has served as 
secretary of the society’s Commission on Medical 
Economies and Council on Medical Service. 

e@ A symposium on clinical medicine and surgery 
was held by the Southwest Missouri chapter 
June 26 in Springfield. 

-The luncheon speaker for the symposium was 
Dr. Edward Litin of the Mayo Clinic who spoke 
on “The Spoiled Brat—The Problem Parent.” 
Other speakers included Drs. E. Newton Hes- 
bacher, The Foss Clinic, Danville, Pa.; John P. 
Utz, Infectious Disease Service, National Insti- 
tutes of Health; Goodrich C. Schauffler, Univer- 
sity of Oregon Medical School, and William 
Requarth, University of Illinois College of Medi- 
cine. 

The president of the Southwest Missouri chap- 
ter, Dr. William T. McNew, moderated the ses- 
sions. Cosponsoring the event with the Southwest 
chapter was the Green County Medical Society. 

While the members attended the scientific 
meetings, the wives were entertained with a 
luncheon and tour of the Springfield Art Museum. 
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Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
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News 


CONTINUED FROM PAGE 33 


On the Calendar 


‘Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


SEPTEMBER 


24-25: American Academy of General Practice, State 
Officers’ Conference, Hotel Muehlebach, Kansas City, 
Mo. 

*26-27: Chattanooga (Tennessee) chapter, Tennessee 
Valley Medical Assembly, Read House, Chattanooga. 
(8% hrs.) 

26-28: Minnesota chapter, fall refresher course and annual 
meeting, Hotel Leamington, Minneapolis. 

*26-29: Illinois chapter, annual meeting, Chicago. (10 hrs.) 

27-5: Pan Pacific Surgical Association, eighth congress, 
Honolulu, Hawaii. 

*28: New Jersey chapter, course on management of the 
mentally retarded individual at home and character dis- 
order, The Carrier Clinic, Belle Mead. (3 hrs.) 

*28-29: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

29-30: South Carolina chapter, annual meeting, Memorial 
Auditorium, Spartanburg. 


OCTOBER 


*1: University of Texas Southwestern Medical School, 
course in infectious diseases, Dallas, Tex. (7 hrs.) 

*2-5: Texas chapter, annual meeting, Adolphus Hotel, 
Dallas. (12 hrs.) 

3-5: Kansas City Southwest Clinical Society, 38th annual 
fall clinical conference, Hotel Muehlebach, Kansas City. 

*5: New Jersey chapter, course on the wisdom of psycho- 
pharmacologic drugs and anxiety reaction, The Carrier 
Clinic, Belle Mead. (3 hrs.) 

*Begins 5: Temple University Medical Center, Dept. of 
Psychiatry, postgraduate course in psychosomatic medi- 
cine, Temple University Medical Center, Philadelphia, 
Pa. (80 hrs.) : 

*5: Hahnemann Medical College, course in modern thera- 
peutics, Pocono Manor Inn, Pa. (5 hrs.) 

*6-8: Oregon chapter, annual meeting, Eugene. (15 hrs.) 

8-9: Maryland chapter, annual meeting, Southern Hotel, 
Baltimore. 
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*10: Harris County (Texas) chapter and University of Texas, 
course on ulcerative colitis, Jesse Jones Library Build- 
ing, Houston. (1 hr.) 

10-15: Australian College of General Practice, First Gen- 
eral Practitioners’ Convention, Chevron Hotel, Mel- 
bourne, Australia. 

*12: New Jersey chapter, course on maintenance of the 
discharged hospitalized psychiatric patient in the com- 
munity and neurotic drinker, The Carrier Clinic, Belle 
Mead. (8 hrs.) 

12-13: Georgia chapter, annual meeting, Dinkler Plaza 
Hotel, Atlanta. 

13-15: Academy of Psychosomatic Medicine, seventh 
annual meeting, Benjamin Franklin Hotel, Philadelphia. 
(18 hrs.) 

*16-19: New York chapter, annual meeting, Statler Hotel, 
Buffalo. (14 hrs.) 

*16-19: California chapter, annual meeting, Masonic 
Temple, San Francisco. (13 hrs.) 

*18: Memphis (Tennessee) chapter, course on acute cardiac 
emergencies, Medical-Surgical Building, Memphis. (1 
hr.) 

*18: Richmond chapter, course on atomic radiation and 
x-radiation and cobalt 90, Virginia chapter headquarters 
building, Richmond, Va. (1 hr.) 

19-20: Kansas chapter, annual meeting, Baker Hotel, 
Hutchinson, Kan. 


*20: Tom Moore (Tennessee) chapter, “Selection of Cases 


for Cardiac Surgery” and ““Management of the Youthful 
Diabetic,” Cookeville, Tenn. (2 hrs.) 

20-22: Florida chapter, annual scientific meeting, Hotel 
Robert Meyer, Jacksonville. 

21-22: University of Texas Medical Division, clinical con- 
ference on cancer of the female genital system, Anderson 
Hospital and Tumor Institute, Houston, Tex. 

*24-28: New York County chapter, Frontiers in Medicine 
and Surgery— 1960, New York, N.Y. (17 hrs.) 

*26: New Jersey chapter, course on the appropriate time 
for referral and school phobias, The Carrier Clinic, 
Belle Mead. (3 hrs.) 

*27-29: Tennessee chapter, annual meeting, Nashville. 
(10 hrs.) 

27-29: American College of Gastroenterology, course in 
postgraduate gastroenterology, Bellevue Stratford Ho- 
tel, Philadelphia, Pa. (14 hrs.) 

31-4: American Public Health Association, annual meet- 
ing, San Francisco, Calif. 


NOVEMBER 


3: Mecklenburg (North Carolina) County chapter, sym- 
posium, Charlotte Hotel, Charlotte. 
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alseroxylon, 2 mg. 


«2»: does more than lower 


Seven years of experience show — 
that RAUWILOID also affords 


= afety based on negligible incidence 
of side actions 


Freedom from concern over sudden . 
hypotensive episodes or unwanted 4 
biochemical alterations 


Practical ity. . simplicity of dosage 


.. applicable to a wide range of patients 


es When more potent drugs are needed, prescribe 
one of the convenient single-tablet combinations 


Rauwiloid® + Veriloid® or Rauwiloid® + Hexamethonium 


alseroxyion 1 mg. and alkavervir 3 mg. alseroxyion 1 mg. and hexamethonium 
chioride dihydrate 250 mg. 


' Many patients with severe hypertension can be main- 


tained on Rauwilold alone after desired blood pres- 
gure levels are reached with combination medication. 
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THE TWO MEASURES in Congress of prime interest 
to the medical profession—health care financing 
for the aged and the Keogh-Simpson bill to en- 
courage retirement savings by the self-employed 
—were left in the legislative mill during the un- 
usual convention recess of Congress. 

However, they are sure to rank as priority 
measures when Congress returns in August to 
wrap up its business for the year. The lawmakers 
are expected to complete work by Labor Day and 
the fate of the two measures undoubtedly will be 
known by then. 

When the House and Senate temporarily re- 
cessed for the conventions, both the health care 
and Keogh-Simpson bills were awaiting action in 
the Senate. 

The House overwhelmingly approved the aged 
health care measure voted by the House Ways 
and Means Committee and developed by com- 
mittee Chairman Wilbur Mills (D—Ark.). The 
381 to 23 vote for the voluntary, federal-state 
program to assist the needy aged to meet health 
care costs came after backers of a compulsory, 
social security approach decided not to contest 
the committee measure in the House and instead 
to make their all-out effort in the Senate. 

The Senate Finance Committee held two days 
of open hearings on the House-passed legislation 
but did not get around to voting on the measure 
before the recess. A close committee vote was 
expected on whether to approve the House 
measure or some plan involving social security. 
Even if the committee, headed by Sen. Harry 
F. Byrd (D—Va.), approved the House bill, a 
strong drive for a social security plan was sure to 
be launched on the floor of the Senate. 

If the Senate should approve a different meas- 
ure than the House, the House could either 
accept the Senate bill, stick by its guns, or some 
compromise could be attempted between the two 
versions. 

Thus, the debate over health care for the elder- 
ly was slated to continue in Congress down to 
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the wire. The fate of the legislation might not be 
finally settled until after Congress adjourns. In 
the event a compulsory social security program 
is adopted, President Eisenhower will hold the 
key to its enactment. A veto would kill the 
measure for this year, and the chief executive has 
often stated his flat opposition to bringing health 
care benefits under the social security system. 

At the Senate Finance Committee hearings, 
the Administration and the American Medical 
Association came out in favor of the House health 
care bill. 

Dr. Leonard W. Larson, AMA president-elect, 
testified that the bill should be supported by 
“everyone familiar with the problem’”’ on three 
principal grounds: (1) It is designed to help those 
who really need help; (2) By limiting its effect to 
the near-needy minority of elderly persons it al- 
lows for continued use of voluntary, private 
health insurance, and (3) It leaves “primary” 
responsibility to the states, not the federal gov- 
ernment. 

The measure “is the antithesis of the central- 
ized, socialized statist 
approach of the propo- 
sals advocating national 
compulsory health in- 
surance” through the 
social security system, 
said Dr. Larson. “To 
those critics who call 
this program modest, 
we say that fiscal irre- 
sponsibility, unpredict- 
able cost,and maximum 

nationalization are not ident-elect of the A a0 
the accepted criteria for qn Medical Association, 
good legislation.” recently told the Senate 

Arthur S. Flemming, Finance Committee that 
secretary of Health,  ‘eHouseWaysand Means 
Education and Welfare, 
also endorsed the House- “everyone familiar with the 
passed bill, though he ” 
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also plugged for the much more expensive Ad- 
ministration plan which was given no chance of 
passage. At the same time, he renewed the Ad- 
ministration’s opposition to any social security 
approach, asserting this ‘“‘would give rise to some 
very serious problems.” 

Unquestionably, Flemming told the committee, 
a health insurance plan under social security 
would give rise to “insistent demands for im- 
proving the schedule of benefits. In addition, 
there will be insistent pressures for reducing or 
eliminating the age requirement.” Such a pro- 
gram, he said, could very well lead to social se- 
curity payroll taxes of 15 per cent to 20 per cent 
of income. 

Meantime, AMA spokesmen urged the Demo- 
cratic and Republican parties not to bow to 
pressure by labor leaders and endorse govern- 
ment medicine plans in their platform planks. 
Dr. Edward Annis of Miami, Fla., told the 
Democratic platform committee that a social 
security health plan would be “outright sociali- 
zation of financing of medical care.” 


KEOGH-SIMPSON 


The congressional convention recess brightened 
chances for favorable action on the House-passed 
Keogh-Simpson bill to encourage retirement sav- 
ings by the self-employed. An early adjournment 
likely would have killed the legislation for this 
year, but with added time, backers were optimistic 
the bill would clear Congress this year. Already 
approved by the Senate Finance Committee is a 
somewhat different measure than that passed by 
the House. Next step is Senate debate and a vote. 

Major difference between the Senate bill and 
the House version is the Senate requirement that 
the self-employed participating in the plan must 
set up retirement plans for theiremployees. Other- 
wise, the measure allows self-employed such as 
dentists, farmers and physicians to defer taxes on 
up to $2,500 a year provided the money is invest- 
ed in a pension plan. 
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Other Washington Developments 


LABELING 


Congress approved and sent to the White 
House legislation that requires manufacturers of 
potentially hazardous household substances, such 
as dyes, to place precautionary warning labels on 
them, including first-aid advice in case of injury. 
The bill was strongly backed by the AMA. 


CANCER CLAUSE 


Congress continued its policy that no chemical 
additives found to cause cancer in test animals 
may be employed in any amount in foods, drugs 
and cosmetics. This so-called Delaney clause was 
part of a measure approved by the House and 
Senate that would allow tolerances on other 
chemical additives that in large quantities cause 
harm, but do no damage in minute amounts. 


INTERNATIONAL RESEARCH 


Congress stamped final approval on a bill 
aimed at encouraging international medical re- 
search efforts. No appropriations were earmarked 
for the program, which would be financed by use 
of counterpart funds abroad. The Senate had 
originally provided for a $50 million annual 
authorization, but went along with the House 
decision to use foreign currencies. 


APPROPRIATIONS 


The government’s National Institutes of 
Health was in line for at least an extra $55 million 
for its operations this year. That’s the increase 
the House voted in approving $455 million for 
NIH, compared with the Administration’s re- 
quest for $400 million, the sum granted NIH last 
year. However, the Senate voted $664 million 
despite warnings that such an increase might en- 
counter a Presidential veto. Look for a House- 
Senate conference committee compromise when 
Congress reconvenes. 
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